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Preventive Psychiatry in Relation to the Territorial Hospital 


An Analysis of Etiologic Factors in 538 Admissions 


December 7, 1940—December 6, 1942 
RicHarp DeEMonsRUN KEPNER, M.D. 
Kaneohe, Oahu 


The prevention of mental illness and of conse- 
quent admissions of large numbers of patients to 
the Territorial Hospital each year should be a mat- 
ter of grave concern to the entire community, lay 
and professional alike. Mental illness is a source 
of much suffering and disability for those unfor- 
tunately so afflicted, as well as the cause of much 
unhappiness, many broken homes, and social and 
financial handicap for the relatives of the patients. 
In addition it is a very expensive type of disease, 
not only for the relatively few patients who are able 
to pay the cost of their hospitalization, but also 
for the general public which must foot the rest of 
the bill, amounting to $1,000,000 per biennium, not 
to mention the original investment of over $1,500,- 
000 in the plant. 


It would seem that any contribution which might 
throw some light on the causes of mental illness 
as seen in the Territorial Hospital would be most 
valuable to the community as a whole. Obviously, 


if mental illness is to be prevented it is vital to 
learn first just what the causes are in this Terri- 
tory at the present time. This paper, therefore, 
approaches the subject of prevention from the 
standpoint of such etiologic factors as were re- 
corded in the records of 538 patients admitted 
from December 7, 1940, to December 7, 1942. 
These years were selected because they are recent 
and because they represent a period of one year 
before and one year after the outbreak of the war 
in which we are now engaged. It was felt desirable 
to compare these two years to determine what, if 
any, difference the war might have made in the 
incidence, distribution, and etiology of such illness. 
Omitted from this survey are a few service person- 
nel hospitalized here temporarily while awaiting 
further disposition. 


The total admissions for this period are shown in 
Table I, which represents a decrease in 1941-42 
from the previous year. 
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Tasie I. Admissions Dec. 7, 1940-Dec. 6, 1941; 
Dec. 7, 1941-Dec. 6, 1942. 


1940-41 1941-42 1940-42 


First Admissions 222 
Readmissions 41 20 61 
All Admissions 242 


3y months these cases were admitted as shown 
in Graph I, which shows no appreciable rise in any 
month. 
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By age groups these admissions are shown in 
Graph IT, which shows a rather significant increase 
in admissions in the older age groups. In 1940-41, 
11.1% of the admissions were 60 years of age or 
over, and 3.0% were 70 years or older ; in 1941-42, 
21.1% of admissions were 60 years or older and 
9.1% were 70 years or above. The admissions in 
the other age groups were more or less comparable 
in the two years. 
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GRAPH I. 
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There were probably several reasons for the 
increase in the older age groups. Many patients 
who had previously been cared for at home did not 
obey the rules concerning blackout and curfew and 
had to be committed on that account. Other old 
folks had no one left at home to care for them, with 
all members of the family working and no hired 
help available for their further care at home or in 
other institutions. This increase was noted in all 
races to a certain extent, but relatively more in the 
Japanese group (‘Table 11), possibly because under 
ordinary conditions Japanese are reluctant to com- 
mit the old folks, but prefer to care for them at 
home. 

Due to certain restrictions in publishing popu- 
lation figures, it is impossible to list admissions by 
sex and to compare them intelligently with figures 


PERCENTAGE OF ALL ADMISSIONS BY AGE GROUPS 
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1940-41 AND 1941-42 


in the general population. It may be said, how- 
ever, that on the whole the incidence of mental 
disorder by sex in the various racial groups com- 
pares closely with the number of persons of that 
sex in the general population. The male-female 
ratio amongst the Caucasians, which had been 
higher than expected, showed a decrease in 1941- 
1942 chiefly because of the much smaller number 
of men alcoholics committed ; at present this ratio 
is approximately in proportion to the population at 
large. The ratio in the Hayaiian group likewise 
fell somewhat because of a decrease in admissions 
due to alcohol and mental deficiencies; at present 
it is about the same as in the population at large. 
The Filipinos also showed some decrease in the 
male-female ratio, which is still about three times 
as high as it should be, for reasons unknown. 
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Taste II. Number of All Admissions by Race and Diagnosis, 1940-41 and 1941-42. 


MENTAL DISORDERS 


HAWAIIAN 
1940-41 41-42 


PT.-HAWAIIAN 
40-41 41-42 


CAUCASIAN 
40-41 41-42 


CHINESE 
40-41 41-42 


FILIPINO 
40-41 41-42 


JAPANESE 
40-41 41-42 


OTHERS 
40-41 41-42 


40-41 


ALL 
41-42 


General paresis 


4 4 


1 3 


3 2 


3 


4 1 


3 610 


16 


23 


With other syphilis of 
central nervous system 


1 


1 1 


1 


1 


1 


4 


With other infectious diseases 


Alcoholic 


Traumatic 


With cerebral arteriosclerosis 


With convulsive disorders 


Senile 


Involutional 


NIE a 


13 


Due to other metabolic, etc. 
disease 


Due to new growth 


With organic changes of 
nervous system 


Manic-depressive 


1313 


10. 15 


47 


Dementia praecox 


244 


13 6 


32. 25 


59 


Paranoia and paranoid 
conditions 


With psychopathic 
personality 


With mental deficiency 


Psychoneuroses 


Undiagnosed 


Without psychosis 


52 


TOTAL 


16 22 


& 
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107 


14 


21 


n 


72 


27.14 


242 
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The male-female ratio increased somewhat in the 
Chinese, Japanese, and part-Hawaiian groups, due 
chiefly to an increase in the organic reactions, 
namely, paresis, cerebral arteriosclerosis, and senil- 
ity (Table II). The Chinese and part-Hawaiians 
both have more men psychotics in proportion to 
women, than the Japanese, who are nearer the 
ratio in the population at large. “Other” racial 


groups showed an increase in the male-female ratio 
for unexplained reasons. 


The number of admissions by race is shown in 
Graph III. 


The most striking difference in admissions by 
race during these two years was a decrease in the 
number of Caucasians admitted in 1941-42. There 
was a drop from 107 to 56 in this racial group 
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chiefly due to a decrease in the number of alco- 
holics admitted. It is quite likely that increased 
employment removed the desire on the part of 
some to drink, but also undoubtedly true that many 
others either could not get liquor or were sent to 
jail. There was a decrease in this racial group from 
55 to 15 in the total number of cases in which alco- 
holism was given as one of the precipitating or con- 
tributing factors. 


TABLE 3. Incidence of Alcoholism in Caucasian Admis- 
sions, 1940-41 and 1941-42. 


ALCOHOLISM WITH- PSYCHOSIS DUE ALCOHOL, 
CAUCASIAN OUT PSYCHOSIS TO ALCOHOL, CONTRIBUTING 
1940-41 31 15 55 
1941-42 5 4 15 
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By and large, the admissions for the various 
racial groups during each year were more or less 
in proportion to the numbers of that group in the 
general population except in the case of the Cauca- 
sians and the Japanese. The former had consider- 


ALL ADMISSIONS BY RACE 


I940- 42 


ably more than their share in 1940-41, but this 
came down to about the expected number in 1941- 
42, due as mentioned chiefly to decrease in alcoholic 
commitments. 


10 


| | | | | Coo ees 
| } | | | | | | | | | | | | 
|_| 


PREVENTIVE PsyCHIATRY 


The latter (Japanese) showed an admission ra- 
tio for 1940-41 considerably less than would be 
expected from their numbers in the total popula- 
tion; in 1941-42, this rate increased definitely 
although it remained somewhat below their ex: 
pected rate. The reason for this increase has been 
mentioned as due to increase in organic reactions. 


PRECIPITATING AND PREDISPOSING FACTORS 


In order to determine further the etiological fac- 
tors, all of the 538 charts were reviewed. These 
consisted of the 296 admissions for the period 
December 7, 1940 to December 7, 1941, and the 
242 for the period December 7, 1941 to December 
7, 1942. 


In evaluating these factors, only those causes 
actually found in the records have been tabulated. 
No attempt was made to deduce causes from the 
symptoms presented, e.g., no case was ascribed to 
latent homosexuality merely because he presented 
paranoid trends. Admittedly not all of our records 
were complete ; nevertheless, they presented some 
1146 etiologic factors in our 538 cases. 


In recording these factors, they were grouped 
into predisposing and precipitating factors by ra- 
cial groups. Under predisposing factors are ordi- 
narily listed such items as heredity; life period 
(adolescence, climacteric, old age) ; sex; environ- 
ment; occupation; previous attacks, etc. Under 
precipitating factors are listed physical causes such 
as infections, acute and chronic; exhaustion; en- 
docrine imbalance ; intoxication by alcohol, drugs, 
etc.; metabolic disorders; somatic disease such as 
tuberculosis, etc.; head trauma; circulatory dis- 
orders; and psychic factors such as acute mental 
fright and mental shocks, disappointments of one 
sort or another, domestic troubles, business and 
financial reverses, etc. 


In addition an attempt was made to note sexual 
conflicts, cultural conflicts, and the results of in- 
carceration, war, and the puerperium because these 
factors seem to be of interest to many persons. 


This distinction between predisposing and pre- 
cipitating factors was difficult to maintain, how- 
ever, since a given factor such as alcohol might 
well operate as predisposing in one case and as 
precitating or even symptomatic in another. These 
factors have therefore been added together for 
each year and are so tabulated. Naturally more 
than one factor has been operative in most cases. 
No attempt has been made to show how many have 
been present in individual cases. 


Table 4 shows the various etiological factors 
found in the number of cases indicated in the two 
years. 


ll 
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TABLE 4. Etiological Factors Found in 538 Admissions, 
19 


1940-41: 1941-42 
Family history 49 33 
Life period 

Adolescence 30 11 

Climacteric 28 15 

Old age 33 35 
Environment 48 24 
Occupation 8 0 
Previous attacks 44 32 
Unstable personality 81 40 
Infections 

Acute + 

Chronic 24 32 
Endocrine (other than involution) 3 1 
Intoxication 96 42 
Puerperium 8 3 
Somatic disease 21 7 
Head trauma 15 12 
New growth 1 
Circulatory disorders 48 38 
Acute mental shock and fright 25 11 
Incarceration 17 10 
War 3 19 
Disappointments 23 16 
Domestic troubles 24 27 
Sexual conflicts 22 39 
Financial reverses 18 12 
Cultural conflicts 11 2 

Total 684 462 


CoMMENTsS ON TABLE 4 


Familial history of mental disorder includes di- 
rect heredity from parents and grandparents, and 
also mental disease in brothers, sisters, uncles, 
aunts, and cousins. While the exact role of here- 
dity is not well established, and many stable per- 
sons are known to have mentally ill ancestors or 
other relatives, it is unquestionably true that men- 
tal illness does occur more frequently in some 
families than in others. Manic-depressive and 
arteriosclerotic psychoses are believed by some to 
present hereditary tendencies. Syphilis may of 
course be congenital ; and certain degenerative ner- 
vous diseases such as hereditary sclerosis, Hunt- 
ington’s chorea, etc., may be both familial and 
hereditary. These latter may or may not be, but 
usually are associated with mental illness. Once 
established, nothing can be done about heredity. It 
would seem wise therefore to discourage the propa- 
gation of stock with a history of a great deal of 
mental illness or hereditary disease of the nervous 
system, and to encourage those with good stock to 
indulge in less limitation of offspring. Pre-marital 
investigations of family stock and examinations of 
prospective bride and groom, including serologic 
tests, should be the rule rather than the exception, 
and should be required by law. 


There, is, however, another aspect of this in- 
cidence of mental disease in certain families which 
is not stressed as much as it should be, and that is 
the fact that unstable or psychotic relatives, espe- 
cially parents, constitute not only heredity but also 
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environmental influences. Children are taught by 
and learn to imitate these parents in their reaction 
pattern or style of life, with resultant inadequate 
adjustment to life situations. These reaction pat- 
terns are established very early in life—some in 
childhood, most before puberty—at a time when 
children are largely under the direct influence of 
their parents. Obviously then, children brought up 
by unstable or psychotic parents are handicapped 
from the start, irrespective of the role of heredity. 
The remedy would seem to be to raise children 
under adequate, stable guidance in a setting free 
from such unstable and psychotic individuals. 


Life period is mentioned because the periods of 
adolescence, the climacteric, and old age, are asso- 
ciated with considerable physical as well as mental 
stress. 


During adolescence, the youth maturing physi- 
cally and sexually, experiencing the changes of 
puberty, emancipating himself from the family and 
taking his place in society, obviously has many 
problems in adjustment and adaptation. This is 
the period par excellence for withdrawn, seclusive, 
schizophrenic reactions in response to difficult sit- 
uations. Thoughtful preparation on the part of the 
parents, teachers, and the community is necessary 
for this transition with a minimum of emotional 
strain. 


The climacteric, involution, or change of life is 
common to both men and women, though less 
dramatic in the former. Certain physical and men- 
tal changes, due in part to diminution or cessation 
of internal secretions are noted in both sexes— 
increase of weight, diminution of sexual vigor, 
general signs of ageing, transitory dizziness, head- 
ache, hot flushes, etc. Periods of depression, irrit- 
ability, or even paranoid states are not uncom- 
monly found at this age. While the physical symp- 
toms are common and annoying, they are usually 
transitory, as the mental changes should be in 
most persons. Analysis of the life histories of 
patients with involutional psychoses, plus their 
failure to respond to any great extent to estrogen 
or testosterone, shows that in the majority of such 
patients there existed an unstable, inadequate per- 
sonality prior to the menopause. Many of the pa- 
tients had looked forward with fear and terror to 
that day when youth would be gone, sexual attrac- 
tiveness and desire would wane, and their mates 
might seek other companions. Many had known 
others who had developed mental disorder at the 
menopause and believed that such was the fate of 
all at that age. 


If more women, and men as well, had been pre- 
pared to regard the involution as a normal physio- 
logical epoch wherein certain changes, annoying 
but transient, might be experienced, if they had 
been disabused of the idea that they would become 
insane, if they had been consciously prepared for 
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a new type of life after that epoch, there would 
undoubtedly be much less chance of mental dis- 
order at this period of life. 


Old age must come to all who survive the other 
hazards of life for enough years. Most persons 
develop the personality changes of senility if they 
live long enough. These may or may not amount 
to a psychosis. They are in the majority of in- 
stances accompanied by cerebral arteriosclerosis 
with actual nerve cell changes in the brain depend- 
ent on insufficient blood supply. This is by no 
means always the case, as one sees numerous brains 
from patients with senile psychoses with charac- 
teristic neurohistological findings of senile demen- 
tia which do not show any gross changes nor any 
cerebral arteriosclerosis. It should be remembered 
that peripheral arteriosclerosis and hypertension 
are not necessarily found with cerebral arterioscle- 
rosis, the condition of the retinal vessels being the 
best guide to the condition of the cerebral vessels. 


Unfortunately, at the present time, little can be 
done in the way of prevention of these changes of 
old age. Indeed, with the average life expectancy 
increasing, an increase in such patients is to be 
expected. It is well to remember, however, that 
with the advent of such brain changes the type of 
personality disorder, if any, is to a considerable 
extent dependent upon the pre-existing mental 
make-up of the individual concerned. It behooves 
all then to maintain as well-adjusted a life as pos- 
sible so as to minimize the deleterious effects of 
arteriosclerosis and senility. 


Certain occupations are undoubtedly prone to 
lead to drink and thus to mental disorders. In 
these admissions seamen and prostitutes were espe- 
cially afflicted, the former perhaps because of lack 
of other recreation, the latter possibly because of 
their psychopathic makeup and disgust for their 
work. 


Previous attacks of mental disorder are well 
known as predisposing to further attacks. About 
10% of the admissions each year are readmis- 
sions. Over a period of years about 20% of for- 
mer patients have been readmitted once or more. 
A certain number of these readmissions could un- 
doubtedly have been prevented by a more adequate 
follow-up system. 


Under unstable personality have been included 
the emotionally unstable, the withdrawn and seclu- 
sive, the inadequate, the psychoneurotic and the 
psychopathic personalities. They constitute fertile 
soil for the development of maladjustment and 
mental illness. They represent to a certain extent 
the endowment of the individual, but to a greater 
extent in most cases the result of faulty early 
environment and training. Most of these could 
have been prevented with proper early guidance. 


Acute infections such as rheumatic fever, in- 
fluenza, etc., may precipitate mental illness in un- 
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stable personalities. The prevention of these is 


dependent upon preventing or mitigating these in- 
fections when possible. 


Chronic infections in these admissions were 
nearly all syphilitic with involvement of the ner- 
vous system, chiefly paretic in type. The cam- 
paigns against syphilis now being waged by the 
United States Public Health Service, the Terri- 
torial Board of Health and other agencies should 
be helpful in reducing this number. It should be 
borne in mind, however, that while treatment dur- 
ing the infectious stage will prevent the spread of 
the disease, insufficient treatment without attention 
to spinal fluid findings will not appreciably dimin- 
ish the number of these patients developing neuro- 
syphilis ; in fact, insufficient treatments may favor 
the advent of neurosyphilis, as may alcohol and 
head trauma. It is essential then that a full course 
of treatment be carried out for a minimum of two 
years, and that a complete physical, including 
neuropsychiatric and spinal fluid examination, be 
done before treatment is discontinued. In this way 
it is possible to have a fairly accurate idea in the 
first year or two of infection as to which patients 
will show signs of clinical neurosyphilis ten to 
twenty years later, and to institute adequate treat- 
ment therefor at once instead of waiting until 
irreparable damage -has been done. It is vital that 
the medical profession and the general public be 
taught to regard spinal puncture as a routine pro- 
cedure, which may be carried out in the physician’s 
office if there are no signs of increased intracranial 
pressure and a small long-bevelled needle is used. 


The recent Territorial law requiring every preg- 
nant woman to have a serologic examination to 
detect the presence of syphilis should cut down the 
incidence of juvenile paresis, not to mention all the 
other mentally deficient and deformed children 
now being produced by syphilitic mothers. 


Endocrine disorders, other than those of the 
climacteric, occurred rather infrequently amongst 
these admissions. Those noted were due to hyper- 
thyroidism, a condition which is usually treated in 
the general hospital and rarely causes admissions 
to the Territorial Hospital. 


Intoxication in this series refers in nearly every 
instance to the use of alcohol, although a few cases 
of drug addiction were noted. Alcohol was used 
very often as a solution for emotional conflicts 
over other difficulties. Its misuse, through excess 
and failure to eat, precipitated a number of psy- 
choses as noted elsewhere in this paper. It seems 
probable that the alcohol per se is not responsible 
for these psychoses; but rather that a dietary de- 
ficiency especially in vitamin B, (thiamine) is 
more important for the production of alcoholic 
psychoses in unstable individuals, as well as for 
the production of peripheral neuritis, nerve-cell 
changes in the brain, etc. In some instances, al- 
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coholism was merely a symptom of an already 
established psychosis. 


It seems likely that the ingestion of alcohol in 
moderation is not harmful to the majority of per- 
sons. It is certain that many are not able to handle 
it because of differences in the constitution of 
their nervous systems. A point in favor of this 
view is the well-known intolerance to alcohol in the 
so-called post-traumatic personality disorders fol- 
lowing head injuries. It may be that those who 
drink in moderation, that is, those who never get 
drunk, are moderate in their other activities, in- 
cluding eating, working, playing, etc. It is of 
course well known that one may kill one’s self just 
as surely by overdoing in any of these activities 
as by overdrinking. It may be then that the aver- 
age, well-balanced, well-adjusted person is able to 
handle his liquor in moderation and not damage 
himself thereby. On the other hand, the poorly- 
balanced person is more likely to go to extremes, 
whether in the direction of liquor, work, religion, 
or what-not. It may indeed be a manifestation of 
a well-balanced stable personality to be able to 
drink in moderation. It has been said that in order 
to become alcoholic, one must be alcoholizable, and 
that many persons are alcoholic even before they 
have taken a drink. 


From the psychiatric point of view, that person 
is an alcoholic who requires his liquor and feels 
restless and tense without it, regardless of whether 
he ever gets drunk or not. The tired business man 
who is in the habit of having a drink each evening 
to relax himself and drown his sorrows of the 
day is in danger, and is in fact an alcoholic, when 
he is distressed by having to omit his daily rou- 
tine. He has arrived at a point where he should 
seek other means of solving his emotional diffi- 
culties and omit his alcohol. 


A glance at our figures on alcohol indicates the 
magnitude of the problem and raises the question 
of what to do about it. Prohibition has been tried 
and has failed. It would seem that perhaps the 
answer is, not abstinence and prohibition, but tem- 
perance and moderation. This Territory has had a 
system of regulation and control since December 
7, 1941, with undoubted beneficial results. Per- 
haps after the war a modification of this system 
might be continued here so that a moderate amount 
of good liquor at a reasonable price might be had 
by those who can handle it. For those who cannot 
handle it, who are habitual drunks, who conduct 
themselves unseemly when drunk, who beat their 
wives and children, who spend all of their money 
on liquor to the detriment of their families, etc., 
it would seem proper to prohibit all liquor. Liquor 
permits of such persons might be revoked and 
severe penalties provided for those who furnished 
them with liquor. If such a system were really to 
be enforced impartially, as it has been since the 
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blitz, much would have been done toward a solu- 
tion of our liquor problem. Obviously such un- 
stable personalities should receive whatever psy- 
chiatric and other services might be indicated. 


The puerperium was listed as an etiological fac- 
tor in those cases which developed at or imme- 
diately after parturition. In some instances there 
was a toxic-infectious factor, in others the physical 
stress and strain of pregnancy and delivery pre- 
cipitated the psychosis in an unstable person. It 
must not be forgotten that psychic factors in illegi- 
timate or unwanted pregnancies may be the under- 
lying cause ef psychosis during the puerperium. 
The prevention of these puerperal disorders de- 
pends largely upon sex education which would 
prepare people for marriage and parenthood; 
which would enable and encourage them to pro- 
duce offspring when physically and emotionally 
ready for them; and which would insure proper 
pre-natal and lying-in care for the mother. The 
problem of illegitimate pregnancies has many rami- 
fications, but essentially it goes back to the old 
story of proper training in childhood by the par- 
ents, teachers, and others. 


The somatic diseases listed in the table were 
chiefly pulmonary tuberculosis with its toxic and 
psychic reactions because of long invalidism and 
gloomy outlook for the future. Psychotherapy, 
occupational therapy and social service may do 
much to prevent psychoses with these disorders. 


Head trauma resulted chiefly from birth injur- 
ies; from automobile and motorcycle accidents ; 
and from “punch-drunkenness” in boxers as a re- 
sult of repeated head concussions. Less meddle- 
some obstetrics, fewer forceps, and more patience 
should reduce the incidence of birth injuries. 
Proper early treatment may do much to prevent 
late psychic sequelae of the other types of head 
injuries. Undoubtedly there will be an increase in 
the post-traumatic psychoses following the war 
because of head trauma sustained in the service. 


New growth included intracranial neoplasms 
and neoplasms elsewhere. The former produce 
mental symptoms by acting directly on the brain; 
while the latter may cause them by metastases to 
the brain, by the general toxic effects on the per- 
son, or by the psychic effects of fear and worry 
over an incurable malignancy. In cases of mental 
derangement, careful neurological examinations 
are essential to detect possibly operable intracranial 
neoplasms. Encephalography and ventriculography 
are of the utmost importance in their diagnosis ; 
these procedures are of little danger when per- 
formed by a competent surgeon. The electro- 


encephalograph is also of great value in detecting 
and localizing some intracranial lesions. One of 
our patients died soon after admission of an un- 
recognized intracranial neoplasm. Most such tu- 
mors should in these days be diagnosed, and many 
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can be successfully removed surgically. 


Circulatory disorders noted were chiefly cerebral 
arteriosclerosis and cardio-renal disease, both of 
which result in a diminution of blood supply to the 
brain tissue and consequent nerve-cell damage and 
mental symptoms. In cerebral arteriosclerosis, the 
symptoms are apparently due to an attempt by the 
undamaged portions of the brain to compensate for 
that which has been lost. As noted, little can be 
done about the arteriosclerosis, although heart 
disease may be prevented or modified in some 
instances hy methods known to the general prac- 
titioner. Attention to the previous personality 
makeup may however mean the difference between 
a satisfactory adjustment and psychosis in later 
life when circulatory changes manifest themselves. 


Acute mental fright and shock such as the sud- 
den death of a close friend or relative, or fright 
from threats of bodily harm or kahuna are well 
known as precipitating factors in some cases of 
mental illness. It should be noted, however, that 
single factors rarely produce psychosis in stable 
individuals, and in such cases the pre-psychotic 
personality should be carefully investigated. The 
more stable the person is, the less likely is such a 
single factor to produce a major mental illness. 


Incarceration as used herein refers to forcible 
restraint whether in prison, detention camp, or a 
hospital for the tuberculous. The deprivation of 
freedom, the frustration of hopes and desires, and 
the gloomy outlook ahead may precipitate mental 
illness in predisposed persons. 


The present war as a factor in mental illness 
was listed only a relatively few times, contrary to 
the expectation of some. In these cases the chief 
worries seemed to center about relatives in the 
Philippines, China, or Japan. There seemed to be 
little definite evidence of any conflicting loyalties 
in these patients. It is interesting to note that the 
cases in 1940-41 were in the Filipino and Chinese 
while those in 1941-42 were found more often in 
Japanese with few amongst the Caucasian, Chi- 
nese, and Filipino. 


Disappointments included physical disease or 
handicaps as well as other difficulties which frus- 
trated specific hopes and ambitions, such as desire 
for education, careers, etc. 


Domestic troubles covered troubles between hus- 
band and wife, i.e. incompatibilities of many va- 
rieties. It was frequently difficult to place the 
blame properly for these troubles. Apparently in 
1941-42 there was an increase, due, among other 
things, to the fact that so many women were work- 
ing and some of them neglecting their homes for 
other activities. In some instances the wives were 
making more than their husbands and frequently 
reminded them of the fact. In some cases, these 
wives with their newly-found independence were 
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able to assume the superior role for which they 
had previousiy longed, and in some cases actually 
left or divorced their husbands. 


It is quite likely that the enforced blackout with 
long evenings at home together, without oppor- 
tunity for relaxation and recreation, was a source 
of increased friction in many instances. Unfortu- 
nately, many of these patients had neither the 
capacity nor the training which made it possible 
for them to sublimate or substitute their urges 
under such circumstances. 


Sexual conflicts were listed more frequently in 
1941-42 than in the previous vear. This was prob- 
ably due at least in part to the abnormal conditions 
obtaining at the present time, with many husbands 
and wives separated, many defense workers away 
from their families and homes, etc. This situation 
undoubtedly produced an increased number of 
extra-marital affairs with resultant guilt feelings, 
as well as states of anxiety and tension from en- 
forced continence in those accustomed to regular 
sexual gratification. 


Autoerotic and homoerotic conflicts must not 
be overlooked in this connection. Numerous per- 
sons, both men and women, are known to indulge 
in abnormal sex practices, even though married to 
persons of the opposite sex ; numerous others suf- 
fer from tendencies, not always consciously recog- 


nized, to so indulge. These autoerotic and homo- 
erotic tendencies are frequently intensified when 
many persons of the same sex are separated from 
the other sex in construction camps, etc. In either 
instance, guilt feelings may be very strong or 


tension states may result producing much mental 
conflict. 


Normally, each individual passes through an 
autoerotic stage, then a homoerotic stage, and 
finally attains adjustment on the heterosexual level. 
Pathologically, some persons fail to mature psy- 
chosexually and never reach the heterosexual level ; 
others reach that level but are unable to adjust 
there because of inadequate preparation or some 
untoward experiences and regress to an earlier 
level—the homoerotic or autoerotic—at which they 
may attain the gratification they desire. In some 
instances, there is undoubtedly a constitutional or 
inherent tendency in the individual which prevents 
his attaining the normal adult sexual level. In most 
cases, however, the major difficulty lies in a lack 
of adequate sexual instruction by the parents, 
teachers, and the clergy. Sexual maladjustment 
may be merely one manifestation of a maladjusted 
personality, derived again from an inadequate 
preparation for facing life. Narcissism represents 
a withdrawal from the problems of reality, incest 
an inability to wean one’s self away from the 
mother or mother-image, promiscuous sexual rela- 
tions especially with supposed inferiors an attempt 
to overcome one’s feelings of inadequacy in the 
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normal heterosexual states. Paraphilias, or so- 
called sexual perversions, are merely another as- 
pect of the same inadequacies. 


While the parents, teachers and clergy must be 
responsible for imparting adequate knowledge to 
the child early in life, much good can be done even 
on the eve of marriage by pre-marital interviews 
with physicians or other marriage counsellors. 


Financial reverses were found less frequently in 
1941-42, probably because of better employment 
and better pay. It is interesting to note that the 
number of ‘other’ races so afflicted decreased 
while the Japanese, for reasons unknown, showed 
a slight increase. 


Cultural conflicts were recorded chiefly in Japa- 
nese and Caucasians. The Japanese were those 
who had lived most of their lives in Japan and 
found it difficult to adjust to changed conditions 
in the Territory. The sharp decline after the war 
may have been in part due to a cessation of travel 
from Japan, and to the boom times and busy life 
being led by others without opportunity for brood- 
ing over their problems. The Caucasians were a 
very few who had come from the mainland and 
were having difficulty adjusting here. It is quite 
probable that they had been maladjusted on the 
mainland prior to coming here. 


These findings are in keeping with those of the 
past, namely that immigrants into the Territory 
have not displayed any more tendency to psychosis 
than the resident population. 


There were relatively few evidences in the 
younger Japanese of the much-discussed conflicts 
between the Japanese culture of their parents and 
the Occidental culture into which they are being 
assimilated. 

SUMMARY 


1. There is presented a survey of the etiologic 
factors listed in 296 admissions to the Territorial 
Hospital during the year before the war; and 242 
admissions during the first year of the war. 


2. These 538 admissions have been analyzed by 
first admissions, readmissions, months of admis- 
sion, age, sex, race, type of mental disorder, and 
etiologic factors. 


3. Admissions to the hospital decreased some- 
what in 1941-42 as compared with 1940-41, chiefly 
because of fewer alcoholics, notably Caucasians 
and Hawaiians. There was also a decrease in the 
number of Filipinos admitted. 


4. On the other hand a part of this decrease was 
offset by an increase in organic redctions, viz. 
paresis, arteriosclerosis, and senility, chiefly in the 
Japanese, part-Hawaiian and Chinese groups. 


5. On the whole, the admissions by race were 
in proportion to the number of each race in the 
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general population, except for the Caucasians who 
had more than their share in 1940-41, chiefly be- 
cause of alcoholism. This ratio was about as 
expected in 1941-42. The Japanese showed con- 
siderably fewer admissions in 1940-41 than ex- 
pected, and somewhat more in 1941-42, the increase 
heing clue to the above increase in organics. 


6. The male-female ratio showed a decrease 
among the Caucasians and Hawaiians because of 
a dlecrease in the number of alcoholics. The Fili- 
pinos also showed some decrease in the male- 


female ratio, which is still three times as great as 
it should be. 


7. The male-female ratio increased somewhat in 
the Chinese, Japanese, and part-Hawaiian groups 
clue chiefly to an increase in the organic reactions 
mentioned above. The “other” races showed an 


increased male-female ratio for unexplained rea- 
sons. 


8. The 1146 predisposing and precipitating fac- 
tors analyzed indicate an increase in 1941-42 in 
the organic reactions, viz. paresis, cerebral arterio- 
sclerosis, and senility; and a decrease in 1941-42 
in alcoholism and financial stress and strain. 


9. The war did not occupy a position of any 
great importance in precipitating mental disorders, 
although a few Japanese and Filipinos gave worry 
over the war as a contributing factor. 


_ 10. The importance of the etiologic factors 
listed has been discussed more or less in detail. 


11. Certain suggestions have been made which, 
it is hoped, may be helpful in preventing the opera- 
tion of some of these factors, and consequently 
in reducing the amount of mental illness in this 
Territory. 

CONCLUSIONS 


1. In order to reduce the number of admissions 
to the Territorial Hospital, it will be necessary to 
concentrate on the etiologic factors discussed 
above. 


2. This implies especially attention to hereditary 
factors, proper childhood training for the develop- 
ment of a stable personality and formation of an 
adequate reaction pattern or style of life ; the elimi- 
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nation of as many as possible of the causes men- 
tioned above; and adequate knowledge from the 
physical and mental point of view to combat suc- 
cessfully those which cannot be escaped. 


3. It requires consideration of the capacities 
inherent in the child, and of the level on which 
he may be expected to adjust; training to cope 
with situations and not to evade them; cultivation 
of a proper emotional attitude, especially toward 
sex; development of objective interest in a wide 
variety of individual and group activities includ- 
ing recreation, art, music, literature as well as in 
some type of altruistic endeavor. 


4. In short, the general public must be taught to 
cultivate an adequate well-balanced style of life 
from the physical, mental, social and economic an- 
gles. This is especially important in the world of 
today with its widespread unrest, hatred, cruelty, 
and their resultant repercussions on emotional life. 


5. Such preventive work envisions a widespread, 
cooperative community endeavor with active par- 
ticipation of all agencies—medical, social, legal, 
educational, religious, etc. Adequate and com- 
petent psychiatric services must be available to all 
persons of all ages and to all the agencies men- 
tioned above. Of particular importance are psy- 
chiatric services to the schools, child guidance 
clinics for children of pre-school age and older 
children as well, out-patient psychiatric service for 
patients of all age, and follow-up supervision and 
treatment of paroled or discharged mental patients. 


6. Whatever the cost, ai adequate mental hy- 
giene program for the Territory will without 
question justify itself in ever-decreasing numbers 
of persons who cross the intangible border-line 
from so-called normalcy into mental disease and 
invalidism. Admittedly the goal is difficult but not 
impossible to achieve. 


This is one of a series of papers being prepared for the physi- 
cians of the Territory by members of the Psychiatric Committee, 
Hawaii Territorial Medical Association. The opinions expressed 
are those of the author. 


From the Department of Institutions (Mr. O. F. Goddard, Direc- 
tor), Territory of Hawaii, Honolulu, T.H.; and the Territorial 
Hospital (E. A. Stephens, M.D., Director). 

Grateful acknowledgment is made of valuable assistance ren- 
dered by Masako A. Noda, B.A., in analyzing the case histories and 
in preparing the statistical tables and graphs. 


The Honolulu Emergency Poliomyelitis Hospital 


SAMUEL M. WIsHIK, M.D.* 


Honolulu 


On Thanksgiving Day, 1942, a girl was stricken 
by poliomyelitis in Honolulu; on Christmas Day, 
a second case occurred; in the next few months 
scattered cases followed, becoming more frequent 
until it-became apparent by Easter that an epidemic 
threatened. It was recognized at that time that the 
inadequate hospital facilities of the city would not 
be able to meet the extra load which would be 
thrown upon them by such an epidemic. In addi- 
tion, it seemed advisable to establish a single unit 
wherein the new Kenny treatment could be admin- 
istered under proper supervision. 


On April 19, 1943, the Medical Directof of the 
Office of Civilian Defense opened the Emergency 
Poliomyelitis Hospital in temporary buildings 
which had previously been erected on the grounds 
of the Shriners’ Hospital for Crippled Children as 
“blitz wards.” Basic equipment was furnished by 
the Office of Civilian Defense. The U.S. Army 
supplied a staff of nurses and corpsmen. A civilian 
medical staff was drawn up consisting of pediatri- 
cians, orthopedists and specialists in other fields 
for consultative purposes. These doctors all do- 
nated their time and services without recompense. 
The author of this article was permitted by the 
Board of Health to devote part of his time from the 
sureaus of Crippled Children and Maternal and 
Child Health to the position of Medical Director of 
the Imergency Poliomyelitis Hospital. This is an 
administrative position aiming at correlation of the 
activities of the personnel and facilitation of the 
orders of the medical staffs. The administrator of 
the Sacred Hearts Hospital divided her time be- 
tween the two institutions in the difficult task of 
furnishing and supervising supplies, equipment 
and personnel. The Kenny treatment was admin- 
istered to the patients under the supervision of the 
medical staff and through the help of two physio- 
therapists trained under Sister Kenny in Minne- 
apolis. Special equipment needed for this treat- 
ment, of course, could not be purchased. One of 
the local machine shops created special equipment 
ingeniously designed by one of their mechanical 
engineers. These machines combined a_ heating 
motor, water bath and an electric wringer. They 
excel in efficiency those being used in most parts 
of the country. 


The administrators of the hospital, at its incep- 
tion, believed that the hospital should fulfill three 
functions: (1) to treat patients; (2) to train 
enough people so that all poliomyelitis patients in 
the various parts of the Territory would obtain 
equal adequate treatment, and (3) to evaluate sci- 
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entifically the treatment given at the hospital and 
thus to arrive at a decision regarding the role of 
the Kenny treatment in the handling of polio- 
myelitis. 


TREATMENT OF PATIENTS 


The hospital was opened to all patients regard- 
less of financial status. The finances for the run- 
ning of the hospital were contributed by the medi- 
cal department of the Office of Civilian Defense, 
the Bureau of Crippled Children of the Board of 
Health, the public health committee of the Cham- 
ber of Commerce and a generous, spontaneous con- 
tribution by the public, all under the supervision of 
the Hawaii Chapter of the National Foundation 
for Infantile Paralysis. Cases were referred to the 
Board of Health for confirmation of diagnosis. 
Transfer from the outside islands was facilitated. 
No delay was permitted in hospitalization. After 
admission, the financial status of the family was 
studied and arrangements arrived at under the 
supervision of the director of the Hospital Social 
Service Association. 


The nurses and corpsmen were divided into 
teams, each one responsible for administering the 
packs to a definite number of patients. The prob- 
lems of change of shifts, hours and days off duty, 
the varying needs of individual patients, intro- 
duced many complexities into the organization of 
the staff. By trial and error, a formula was even- 
tually arrived at. Nevertheless, the nature of the 
treatment necessitated an unusually large staff in 
proportion to the number of patients. 


TRAINING OF PERSONNEL IN KENNY TREATMENT 


A two-weeks’ course in the first stage of the 
Kenny treatment, the hot packing, was established. 
All those working in the hospital were given this 
course and after a minimum of a month in the hos- 
pital were transferred back to their original units 
in the Army hospitals on the different islands. 
Gradually the Army nurses were replaced by 
O.C.D. nurses and these too were trained and 
transferred to O.C.D. hospitals in different parts 
of the Territory. In this way there soon existed 
throughout the Territory personnel able to admin- 
ister the packing treatment immediately upon diag- 
nosis and to continue this treatment, until the 
patient could be transferred to Honolulu after the 
fourteen day isolation period. Fourteen patients 
from the outside islands received this service be- 
fore transfer to Honolulu. 


The second stage of the Kenny treatment, that 
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of muscle re-education, is much more complex and 
requires a background of anatomy and _ physio- 
therapy as well as many weeks of special observa- 
tion, training and supervision. These facts, com- 
bined with the stress of work, precluded the two 
physiotherapists at the hospital training physio- 
therapists for work elsewhere unless the epidemic 
became so widespread that the patients could not 
all be treated at the Emergency Poliomyelitis Hos- 
pital. Fortunately, the epidemic subsided after a 
total of seventy-two cases so that no patient was 
turned away for lack of available trained Kenny 
therapists. 


THE KENNY THeEorY OF POLIOMYELITIS 


Because the Kenny treatment is new and not 
completely accepted by the medical profession, it 
was imperative that careful records be kept of the 
patient's muscle status on admission, during the 
course of treatment and for an adequate follow-up 
period. A form was drawn up for this purpose. 


The old orthodox theory regarding poliomyelitis 
seemed simple, logical and acceptable to the medi- 
cal profession. Closer scrutiny should have indi- 
cated loopholes in it. According to the old belief, 
poliomyelitis virus damages the anterior horn cells 
in the spinal cord. Nerve fibers emerging from the 
cells cannot function and consequently muscles 
innervated by those nerve fibers become weakened 
or paralyzed. However, we have long recognized 
that there does not seem to be consistent correla- 
tion between the areas of the spinal cord affected 
by poliomyelitis and the muscles paralyzed, either 
as demonstrated on post-mortem examination or as 


conceivable on physiological or neuro-anatomical 
grounds. 


To illustrate: each segment of the spinal cord 
sends out nerve fibers which are distributed to 
several muscles, not to any single muscle. In addi- 
tion, each muscle receives nerve fibers from several 
segments of the spinal cord, not from any segment 
alone. Therefore, it is difficult to explain the iso- 
lated paralysis of a single muscle like the deltoid 
or the anterior tibial in the absence of involvement 
of the adjacent muscles receiving innervation from 
the same area of the spinal cord. 


Sister Kenny believes that loss of muscle func- 
tion in poliomyelitis is in most instances not the 
primary pathology but is secondary to a state of 
generalized muscle spasm. As a matter of fact the 
clinical diagnosis has always been made on the 
basis of a stiff neck, a splinted spine and a positive 
Kernig sign. Sister Kenny explains that all the 
muscles of the body are tight and painful, especially 
the posterior muscles, which results in the clinical 
picture described. 


It has long been known that muscle tenderness 
and pain is a prominent early symptom of polio- 
myelitis. To those who have been working with 
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patients suffering from this disease, the presence 
of pain has been one of the most disturbing and 
frustrating features. Large doses of sedatives do 
not succeed in relieving the muscle cramps. If the 
Sister Kenny treatment accomplishes nothing else 
it is welcomed as a miracle by patients, nurses and 
doctors alike in that it brings relief from misery 
to these patients. 


This relief is accomplished by the simple expe- 
dient of applying heat to the tight painful muscles 
in order to relax them. Sister Kenny has devised 
an ingenious method of bringing adequate heat to 
deep muscles without burning the skin surface. No 
other method, including diathermy, turpentine 
stupes, or chemical counter-irritation, can equal the 
relaxation obtained by the hot pack treatment. 
Heat is applied by means of wool steeped in boiling 
water and wrung dry. If not dry, the skin will 
burn, as would be expected by the use of boiling 
water. However, the hot, damp but not wet, wool 
pack does not burn the skin. Over the wool is 
placed a layer of impermeable material ‘such as 
oiled silk or rubber, and outside of this a second 
but dry layer of wool. The innermost of the three 
layers brings heat to the area. The two outer lay- 
ers retain the heat as long as possible. The pieces 
of wool are cut to fit the individual patient and are 
placed over the muscular portions of the body so 
as not to overlap joints where muscles are not pres- 
ent. This permits mobility and does not produce 
effusion within the joints. 


In the application of the hot packs, Sister 
Kenny’s technique is followed so as to obtain max- 
imum coverage of the muscles affected, maximum 
duration of heat application and minimum irrita- 
tion of tender, sensitive muscles by unwise, im- 
proper handling. This is the reason for the careful 
training program instituted in the hospital. Kenny 
packing is not just the application of wet com- 
presses. It is a laborious, detailed, complex rou- 
tine which should be followed faithfully to obtain 
muscle relaxation. 


Sister Kenny has demonstrated that -poliomye- 
litis is a disease which affects all the muscles in the 
body. Heretofore the medical profession has 
focused its attention on the isolated muscle most 
conspicuously weakened. Some of us who have 
treated poliomyelitis for years are amazed at how 
much we have overlooked that was recognized by 
Sister Kenny. A shoulder cupped anteriorly indi- 
cates pectoral spasm. A head turned to one side 
may indicate tightness of the sternomastoid and 
trapezius. A hand or foot uncomfortably everted 
may indicate a tightness of the external rotators. 
Merely looking at the patient in the position he 
assumes in order to obtain comfort from muscle 
spasm furnishes an eloquent fund of diagnostic 
information. 


Extreme pain from muscle tightness is relieved 
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within a few hours or at most several days. Com- 
plete muscle relaxation usually requires several 
weeks of packing. In some instances spasm has 
persisted for months, despite treatment. We have 
learned at the Emergency Poliomyelitis Hospital 
that spasm of muscles is not only generalized but 
is chronic, in the sense that it tends to recur if 
treatment is discontinued too soon or if muscles 
are used too much. A patient with a left shoulder 
involvement will develop pain and tightness in the 
opposite good shoulder from holding a book or 
magazine with the right arm. A patient with in- 
volvement of one lower extremity will develop 
equal involvement of the opposite extremity if per- 
mitted to push himself around in bed with the good 
limb. 


The presence of muscle spasm explains pain and 
tightness. How does Sister Kenny explain loss of 
function? After a careful study of muscle dynamics 
along physical and engineering principles, Sister 
Kenny has demonstrated that each muscle requires 
a definite position and length to suit its own spe- 
cial type and function. As an illustration, the 
biceps muscle of the arm in addition to flexing the 
forearm at the elbow has the function of supinating 
the hand. Try it yourself. Flex your left forearm, 
place your right hand over the belly of the left 
biceps and feel the biceps contract as you turn your 
hand in alternating pronation and supination. On 
the other hand, hold your left forearm and arm 
straight and notice that the biceps does not function 
as you put your hand through the same motions. 
The muscle can function in one position and not 
in another. 


This illustration is one of many in which Sister 
Kenny demonstrates that pain, muscle tightness or 
splinting by plaster casts can throw a muscle out of 
its proper functioning position. If this is permitted 
to continue the muscle will apparently lose its func- 
tion and seem to be paralyzed. Sister Kenny calls 
this “alienation” of a muscle. Until we learn the 
physiological explanation for this we have no bet- 
ter name. Whether it is a form of loss of function 
by disuse such as blindness of an eye which can 
result from strabismus or whether there is actually 
a detour of a nerve impulse is being investigated 
at the present time on the mainland. Stimulated to 
look in new directions by Sister Kenny’s theory, 
research scholars have already uncovered new con- 
cepts in nerve function and anatomy. It is obvious 
that Sister Kenny’s theory is a more hopeful one 
than the orthodox concepts. The muscle which is 
alienated rather than paralyzed has potentialities 
for recovery. Sister Kenny estimates that about 
five per cent of the patients do have what she calls 
“true paralysis” in the old sense. Except for these, 
the treatment bears promise of return of function. 


The stage of muscle re-education constitutes the 
second stage of the Kenny treatment. Just as Sis- 
ter Kenny has radically altered the medical con- 
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cepts of poliomyelitis so has she revolutionized the 
techniques of physiotherapy. It is impossible in an 
article of this length to describe in detail the meth- 
ods of muscle re-education. Suffice it to say, the 
procedures are based first upon making use of the 
spinal reflexes, especially the proprioceptive ones, 
in causing muscle contraction. Following that, the 
patient himself is made aware of the presence of 
the muscle and its direction of pull. You and I 
could learn to wiggle our ears if we practiced long 
enough. Similarly, these patients learn conscious 
control of body movements muscle by muscle. The 
net result may not be a complete cure in the sense 
of all muscles returning to perfect strength, but the 
patient is made ready for life. He can walk without 
braces or crutches and he can use his arms and 
hands for ordinary purposes. 


No discussion of poliomyelitis is complete with- 
out mention of the treatment of respiratory polio- 
myelitis. It is necessary to distinguish between the 
various ways in which poliomyelitis may cause dis- 
turbances in respiration. In the fatal type of polio- 
myelitis, often with conspicuous encephalitic in- 
volvement, damage to the vital centers including 
the respiratory and circulatory centers causes early 
death. No treatment is of any avail in this type. 


Going lower in the nervous system, the bulbar 
type manifests itself by loss of function of the 
palate and pharyngeal muscle. The symptoms in- 
clude nasal speech, regurgitation through the nose, 
difficulty in swallowing and collection of mucus in 
the throat. More often than not, these patients do 
not have extensive involvement of other parts of 
the body. The respiratory difficulty is merely due 
to the accumulation of mucus in the throat. The 
treatment therefore is relatively simple. Lower the 
head, have a suction machine at the bedside, turn 
the face to the side, allow the mucus to collect in 
the cheek, swab out the cheek with gauze and 
support life with parenteral fluids and transfusions. 
The prognosis is excellent. On the other hand the 
use of a mechanical respirator is contra-indicated. 
It is the best way to kill the patient immediately 
by causing aspiration of mucus into the larynx and 
trachea. 


The third type of respiratory difficulty is impair- 
ment of thoracic breathing, and the fourth is im- 
mobilization of the diaphragm. These can occur in 
combination or separately. The old treatment for 
these types was the iron lung. Long before Sister 
Kenny’s arrival in this country, it was generally 
recognized that the iron lung was not the life sav- 
ing mechanism that many people thought. Most 
patients who really could not have lived without 
the iron lung died either in the lung og within a 
few months afterwards. Death usually resulted 
from pulmonary infection or massive collapse of 
the lung. According to Sister Kenny’s theory these 
patients lose the ability to raise the ribs with the 
intercostal muscles because of the chest being 
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gripped as if in a vise by spasm of the large chest 
muscles, chiefly the pectoral and the latissimi. The 
aim of treatment is to relax this spasm by means 
of hot packs and to attempt to educate the patient 
to breath properly rather than with the accessory 
muscles such as the sternomastoids. Packing the 
neck, chest and back should be tried first. If the 
patient does not respond he can then be placed in 
the respirator as a last heroic measure. He should 
then be weaned from the respirator as soon as pos- 
sible. We do not vet know the place the respirator 
will take in the future treatment of poliomyelitis. 
It will probably find a minor role in conjunction 
with some form of Kenny treatment. 


Tue Future oF THE PoLIoMYELITIS HosviTat 


At the beginning of the current fiscal year the 
management of the hospital was turned over to a 
special board appointed by the Board of the Shrin- 
ers’ Hospital. Funds will continue to be furnished 
under the supervision of the Hawaii Chapter of the 
National Foundation for Infantile Paralysis. 


To date the Emergency Poliomyelitis Hospital 
has treated sixty-nine patients, of whom twenty- 
five have been discharged. ‘The epidemic subsided 
suddenly at the beginning of July. We do not 
expect any more cases this year. However, there 
are in the ‘Territory many patients who have had 
poliomyelitis within the last few years. We have 
demonstrated to our satisfaction at the Emergency 
Poliomyelitis Hospital that the Kenny treatment 
can help to restore partial function even after a 
lapse of several vears. In view of the generous 
contributions of the people of Hawaii to the Polio 
Fund, it seems only fitting that all patients in the 
Territory should be given a trial of the newest 
treatment to see how much or how little improve- 
ment can be obtained over and beyond the past 
orthodox treatment. 


Towards this objective the Emergency Poliomy- 
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elitis Hospital plans to keep a constant census of 
about thirty-five patients during the next year or 
longer. Patients will be evaluated before admission 
to determine whether there is any reasonable pos- 
sibility of improvement and will be admitted as 
quickly as other cases are discharged. 


The criteria for discharge are extremely rigid. 
It has long been recognized that there are late 
after-effects which appear when the patient had 
previously been considered perfectly well. The 
most common after-effect is scoliosis. To prevent 
such sequelae the patient must pass a series of 
muscle tests before being considered ready to leave 
the hospital. The hospital maintains a follow-up 
clinic where the patients are observed and evalu- 
ated for their muscle status. When they are re- 
turned to the care of their family physician he is 
given a summary of their condition, prognosis and 
future treatinent needed. 


It is extremely difficult to evaluate a treatment 
for a condition like poliomyelitis which has such 
variable results with no treatment at all or with 
different types of treatment. It is admitted that 
epidemics vary in severity from year to year and 
many cases do clear up spontaneously. The statis- 
tical answer will be compiled only after a period of 
years when it becomes evident that there are fewer 
cripples left in the wake of poliomyelitis epidemics. 
It is understood that the Kenny treatment is not 
the last word. However, at the present writing, it 
is the latest word. It points a new way for future 
progress in the care and treatment of poliomyelitis. 
It relieves pain and by the removal of the former 
technique of immobilization in unnatural positions, 
it minimizes disability and eliminates deformity. 
We have yet to learn whether or not it prevents 
crippling. We hope that we may be able to cor- 
roborate with time the following equation: Kenny 
treatment will reduce crippling just as sulfatherapy 
has minimized mastoidectomies. 


Board of Health. 
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In March of the present year it b came apparent 
that a poliomyelitis epidemic was in the offing at 
an unusually early period in the year. Children’s 
Hospital was quickly over-filled. Queen’s Hos- 
pital was filled with other types of patients and had 
been for months. A contagious ward had been con- 
tracted for and was promised within 60 days, but 
the patients were coming in and could not await its 
completion. The result was that the O.C.D. build- 
ings on the back of the Shriners’ Hospital property 
were chosen for conversion to meet the emergency. 
The staff was appointed and the plans for care 
were developed by them; on the basis of existing 
reports, it was determined to use the Kenny treat- 
ment and to observe its effects. 


At that time no doctor in the territory had any 
first-hand experience with the Kenny treatment ; 
one physiotherapist had had two months’ training 
at the Kenny Institute and another a month’s work 
at the Children’s Hospital in Los Angeles during 
the 1942 epidemic. Much reliance had to be placed 
on their help. To students of muscle physiology 
some very strange things soon began to be pro- 
pounded as coming from the “fountain head” of 
knowledge, Sister Kenny. There was no question- 
ing. “Sister Kenny says so!” The use of oint- 
ments in impetigo was taboo because Sister Kenny 
forbade massage. Contrary to all physical laws, a 
muscle could become incoordinate within itself and 
contracted at one end only. No examination of the 
patient was necessary; all one had to do was to 
look at the patient to know what muscles were in 
spasm. Babies lying normally were described as 
being in spasm. As chief-of-staff, statements like 
these raised serious doubts in my mind as to the 
whole subject of the treatment of poliomyelitis; 
either I was so far out of date as to need retiring, 
or the Kenny treatment-was due for a keel hauling 
or was being grossly misrepresented. I, therefore, 
resolved if possible to go to the mainland and learn 
the status of things. To this end I was commis- 
sioned by the O.C.D., and obtained the highest 
civilian priorities for the purpose. 


Early in June I took one of the victims of the 
epidemic to San Francisco on the Clipper. He 
experienced no pain or difficulty throughout the 
journey at any time. This was contrary to an- 
other’s experience where the leg pains became 
almost unbearable during the trip. 


I attended the American Orthopedic Association 
meeting where the subject was being discussed. I 
went to Minneapolis and contacted Dr. Wallace 
Cole, Professor of Orthopedic Surgery at the Uni- 
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versity of Minnesota, who was responsible for 
Sister Kenny’s securing a hearing in this country. 
I spent two days at the Kenny Institute, largely 
with Sister Kenny’s nephew, Mr. Bell, who was 
the only one on the Kenny staff there during my 
visit. I spent four days at the Mayo Clinic and 
about three weeks in Los Angeles, where another 
epidemic was taking place. In each instance I inter- 
viewed people and observed the work being done. 
This report is based on what I heard and saw. 


Moldaver, a neurophysiologist, a Belgian refu- 
gee of international repute, working at the New 
York Neurological Institute, presents in the 
J.A.M.A. for September 11, 1943, a concise com- 
parison of the accepted and the Kenny concepts of 
poliomyelitis : 

“Infantile paralysis is not merely an acute disease of 
the anterior horn area of the gray matter of the spinal 
cord. Lesions are also found in the posterior horns, in 
the sympathetic column and in the dorsal root gangli- 
ons. The white matter and the vessels of the pia are 
also involved. In addition, any part of the central ner- 
vous system, cerebral cortex, cerebellum, pons and 
medulla may be affected. However, the affinity of the 
virus for the gray matter of the cord is striking. After 
the period of acute inflammation, resolution takes place. 
It is usually complete in the white matter and sometimes 
even in the gray matter. In many cases anterior horn 
cells are destroyed or damaged by direct action of the 
virus. Distribution and intensity of the lesions vary 
widely. 


“These lesions explain the symptomatology of infan- 
tile paralysis very well. After a stage of general mal- 
aise, as seen in any infectious disease, there are signs of 
meningeal irritation, pain, followed more or less quickly 
by paresis or paralysis. The irritation of the meninges, 
dorsal root ganglions, posterior roots and posterior 
horns explains the pain, which is one of the definite 
symptoms of the disease. The lesions of the anterior 
horn cells explain the motor deficiency, ranging from 
pronounced paralysis to slight weakness. 


“The paralysis is a flaccid one. The muscles become 
atrophic and toneless, the tendon reflexes being absent 
as well as some cutaneous reflexes. Tenderness on 
pressure of the muscles and pain caused by active and 
passive motion are also common findings. Hyperesthe- 
sia is found in most of the cases. In the weak or para- 
lyzed muscles the existence of neuromuscular degenera- 
tion can easily be demonstrated and is the consequence 
of the lower motor neuron lesion. 


“Recently a new concept of infantile paralysis has 
been described by Kenny and has been approved by 
some physicians. This new concept is fundamentally 
different from the one accepted for more than,a century. 
The phenomena described in this concept are (1) muscle 
‘spasm.’ (2) ‘mental alienation’ and (3) ‘incoordination.’ 
Only recently the existence of some true paralysis has 
been accepted by the proponents of this concept. Muscle 
‘spasm’ is regarded as the most damaging symptom in 
poliomyelitis and is said to lead to degeneration if not 
treated. The muscles opposed to those in ‘spasm’ 
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become ‘alienated,’ divorced or erased from the patient’s 
mind. The muscles which are in ‘spasm’ are the dam- 
aged ones. ‘Spasm’ is described as being generally pres- 
ent in the following groups: neck, back, hamstrings, calf 
and pectoralis muscles. The ‘alienated’ muscles are 
non-functioning, not because they are paralyzed by the 
lesions of the anterior horn cells, but rather because for 
some unknown reason they are unable to receive im- 
pulses. The dissociation of the muscle from the brain 
is regarded as due to some physiologic block. ‘Alien- 
ated’ muscles may become permanently nonfunctioning 
if not treated. In summary, according to this concept, 
infantile paralysis is a ‘spastic’ not a flaccid paralysis; 
the muscles affected by this disease are those in ‘spasm.’ 
The antagonist muscles are ‘mentally alienated,’ and 
some muscles show incoordination. The danger of para- 
lysis lies mainly in allowing ‘spasms’ to continue.” 


Kabat and Knapp, in a report to the staffs of the 
University of Minnesota Hospitals, published June 
4, 1943, attempted to explain the spasm by an 
hypothesis based on a review by Minckler of the 
available pathological material. He described 
“marked degeneration of the synaptic endings on 
the surface of the anterior horn cells—due to in- 
jury to the internuncial neurons.” Kabat and Gre- 
nell found such lesions predominated in 38% of 
the 68 cases subject to pathological review at the 
Minnesota University Hospitals. The same writ- 
ers found that experimentally a likeness of the 
Kenny described spasm of poliomyelitis could be 
observed following arrest of circulation of the 
spinal cord for forty-five minutes, and the pathol- 
ogy was again an internuncial lesion. It was my 
understanding from other sources that this theory 
as propounded by them at a neurological meeting 
was promptly over-ridden by the neurologists. 
This, of course, means nothing in establishing or 
refuting the observations or the superimposed 
theory. 


Moldaver, working on patients at both the Uni- 
versity of Minnesota and the Neurological Insti- 
tute in New York, determined the irritability 
(chronaxie) of the muscles in poliomyelitic patients 
by examining muscles showing so-called “aliena- 
tion” and “spasm” in various degrees. He reached 
the following conclusion : 


“In view of this new concept (Kenny), investigations 
were conducted. Forty-nine patients with infantile 
paralysis were tested with chronaxia measurements and 
in some cases action potentials were recorded. The 
following conclusions were drawn: 


“1. ‘Muscle spasm’ is not ‘the most damaging symp- 
tom’ and does not lead to neuromuscular degeneration. 
‘Spasm’ is not an entity but a complex phenomenon. It 
is the result of a combination of the normal stretch 
reflex, meningeal irritation of the posterior roots, 
increase of the normal tonus in healthy and strong 
muscles or muscular fibers opposed to weak or para- 
lyzed muscles, lesions of dorsal root ganglions and pos- 
terior horns. Pain is a common symptom in acute polio- 
myelitis. This is a referred pain which is increased by 
stretching of the muscles. 


“2. In ‘alienated muscles’ there is neither a functional 
paralysis nor a ‘physiologic block.’ That these muscles 
have partially or completely lost their power to contract 
is due to the fact that the anterior horn cells are dam- 
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aged or destroyed. In the paralytic or paretic muscles 
considered to be ‘alienated,’ there is always some degree 
of neuromuscular degeneration. 


“3. ‘Incoordination’ does not consist in a misdirection 
of nerve impulses. It is caused, if at all, by the inabil- 
ity of partially or totally denervated muscles to respond 
to otherwise normal nerve impulses.” 


Watkins, Brazier and Schwab at the Massachu- 
setts General Hospital making extensive studies of 
the electrical discharge of muscles in poliomyelitis 
and other paralyzing diseases (J.A.M.A. Sept. 25, 
1943) confirm Moldaver’s work, add to it and con- 
clude: 


“Of the three concepts of Kenny, the only one upheld 
by our objective measurements is that of ‘in coordination’ 
although the term is misleading. Disordered reciproca! 
innervation seems to be a more descriptive term for this 
type of dysfunction.” 


Kabat and Knapp at Minnesota, and Schwartz 
at the University of Rochester, approached the 
problem of the treatment of muscle spasm inde- 
pendently through an attempt to eliminate muscle 
spasm by drug action. The former writers ap- 
proached it through three channels: (1) The 
removal of consciousness and loss of pain by so- 
dium pentothal intravenously ; (2) remova! of sen- 
sory and motor influences by spinal anesthesia ; 
(3) removal of motor activity alone by use of a 
curare-like drug, beta-erythroidine hydrochloride. 
They found that the latter two approaches gave 
more satisfactory effects than the first. Schwartz, 
apparently using a similar drug, told me that the 
results he obtained were most gratifying. 


Sister Kenny’s approach to the problem is 
through the use of hot packs. The use of hot packs 
by the Kenny technique to relieve spasm is a fright- 
fully messy and expensive technique. This was 
obvious from the experience in Honolulu, although 
the local administration had no idea of what the 
cost was when I inquired and seemed to resent the 
fact that the chief of staff was interested. The per 
diem charge of $5.00 at the Kenny Institute is no 
criterion, because the cost of ordinary hospital 
care in this country is far beyond that amount— 
how they got that way I do not know. Ransohoff, 
from his experience with the epidemics in Mon- 
mouth and Ocean Counties, New Jersey, estimated 
the cost at five times that of ordinary care. The 
charge for Kenny treatment at the Children’s Hos- 
pital in Los Angeles is $5.00 a day with ward or 
room costs added, making it $10.00 a day on the 
wards and $13.00 a day in private rooms. To this 
the doctor’s fee and any special nursing care must 
be added. Any method of care, therefore, that will 
reduce the cost as well as avoid the mess and the 
spread of skin diseases under the hot moist packs 
would be most welcome. 


What is the impression of the results obtained ? 
The Kenny Institute keeps no records, hence any 
statements made by Sister Kenny or any of her 
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staff are simply their impressions. Ransohoff 
stated at the American Orthopedic Association, 
“Sister Kenny has told me that there has been no 
case of acute poliomyelitis that she has treated, 
where it has been necessary to put the patient in a 
crippled children’s home; or where the patient has 
not been able to return to school or to his previous 
occupation. That classification is not good enough! 
‘There have been few cases that any one here has 
treated, who would not be considered cures under 
this definition.” 


‘The strength of muscles can be evaluated by the 
familiar technic, popularized by Lovett, to which 
Sister Kenny violently objects. Spasm and incoor- 
dination, on the other hand, are much more diffi- 
cult to evaluate. The Children’s Hospital in Los 
Angeles is trying to evaluate them and keeps writ- 
ten records. Ransohoff concluded: “It can be as- 
serted that no patient has suffered ill effects be- 
cause of treatment by the Kenny method,” Alan 
D. Smith, Chief Surgeon of the New York Ortho- 
pedic Hospital, observed spasm lasting more than 
a year under Kenny treatment and I observed it of 
ight months’ duration at the Kenny Institute in 
Minneapolis. He, as Ransohoff, felt that braces 
could not be abandoned entirely. The feeling in 
los Angeles is that the Kenny treatment is a con- 
tribution but it is not the miracle de Kruif and 
others have proclaimed it. Ransohoff put it very 
neatly : 

“Sister Kenny has made a real contribution. She, her- 
self, like all originators of a method, reports results 
which we have not yet been able to duplicate. She has 
been endowed with a great gift in the healing art. There 
is still a question as to whether or not she can impart 
this gift to her disciples. Certainly through her, a large 
number of people are being trained in an excellent 
method of muscle reeducation. For this, if for nothing 


else, all who have to do with the therapy of poliomy- 
elitis must be most grateful.” 


One difficulty in appraising results is that epi- 
demics vary markedly. The present Honolulu epi- 
demic was very mild, and is no criterion by which 
to judge the effects of the treatment. The next one 
nay have a death rate of 25% or more and leave a 
mass of severely disabled individuals regardless of 
what treatment is given. If, after several epidemics 
treated by the Kenny method, we have fewer crip- 
ples, fewer brace wearers and fewer stabilized feet. 
fused spines and transplanted muscles than we had 
from a corresponding numbeg of patients of pre- 
Kenny days, then, and then only, can the Kenny 
treatment be proclaimed as being better than what 
we had before. 


The Editor's note in the Progress of Orthopedic 
Surgery for 1941 recently published by the Ameri- 
can Academy of Orthopedic Surgery puts it this 
way: 


“There is certainly nothing in recent years that has 
caused more comment, favorable and unfavorable, on 
any one orthopedic subject than the principles as laid 
down for the early care of the patient with poliomyelitis 
by Elizabeth Kenny. Most observers who have watched 
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her work and studied her methods are of the opinion 
that the results obtained are better than those obtained 
with the present orthodox method of care. No sound 
scientific reason which has been generally accepted has 
been given to explain these results. Many odd state- 
ments have been made by scientific persons without 
adequate basis or explanation. There is no doubt that a 
great deal of good will come from the discussions of 
this treatment and that our present orthodox methods 
are going to be altered to a considerable extent in the 
next few years. The time, the expense and the special 
training necessary for the work employing the Kenny 
method may make the universal application of this 
treatment an impossibility for some time to come.” 

I am of the opinion that it is wrong to take the 
attitude of a devotee and accept whatever Sister 
Kenny says without thought or reason. Her recent 
book is filled with half-truths and needs a thor- 
ough review by muscle physiologists. When I 
mentioned to Mr. Bell of the Kenny Institute the 
local attitude towards the application of ointments 
for the treatment of skin disease, he replied, “You 
have to use common sense.” The best of us know 
little enough to be dogmatic and usually the less 
we know the greater the dogmatism and the fervor. 
I suggest, therefore, that the medical profession 
keep an open mind in regard to the Kenny method 
and all other methods of treatment of poliomyelitis, 
and finally endorse only that which has time and 
again proved superior. Certainly the profession 
should not allow itself to be stampeded into any 
form of treatment by an uninformed, sentimental 
laity, who are in no position to approve or judge 
the validity of publicized claims. For example, the 
local press described at great length the wonderful 
cure of the first victim discharged from the local 
hospital. The facts are that this was a very mild 
case; the child had received only one treatment 
when the machinery broke down; the next day the 
spasm was gone and the child finished out her 
quarantine in the hospital. She was the type that 
would have recovered if she never had seen a 
doctor. 


Ranschoff summarized it beautifully : 

“How much of the Kenny concept will remain intact 
is not known. Many of her ideas of kinesiology are still 
difficult to swallow. ... In my conclusions, therefore, I 
must ‘sit on a fence’. . . . However, at the moment I 
believe that no one amongst us is as yet fully entitled 
to step off the said fence. We have neither enough 
knowledge nor experience.” 


The Billig nerve crushing operation I found was 
looked upon in askance by the orthopedic surgeons 
as being unproved, and the ethics of the Polio 
Foundation or its representatives in Los Angeles 
in this connection were roundly condemned. A 
polio patient of Dr. “A” would suddenly disappear, 
having been hunted up by them and referred to Dr. 


“C” without a word or a nod to the patient's physi- 
cian. 


Poliomyelitis is infinitely more complicated than 
anyone had dreamed. The victory lies not in re- 
building a shattered mechanism, but in radarizing 
the attack. and stopping it bevond the threshold. 

1133 Punchbowl Street. 
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EDITORIALS 


THE SIGNIFICANCE OF THE PRESENT 
DENGUE FEVER EPIDEMIC* 


Evaluating the importance of controlling the 
present dengue fever epidemic in Honolulu is a 
question which many members of the medical pro- 
fession have undoubtedly posed in their own 
minds. 


Is it necessary to utilize hundreds of precious 
man-hours of wartime labor in a campaign to curb 
the spread of a disease whose death rate has at 
least a couple of zeros after the decimal point? 
Does the use of thousands of dollars for salaries 
and materials for dengue mosquito control consti- 
tute a legitimate expenditure of public funds 
urgently needed for guns, tanks and planes? Can 
it be possible that an infection, the manifestations 
of which are sometimes so mild that a physician is 
not even called, can warrant such special attention 
by the Army, Navy and official health agencies? 


Is it true, as has been stated, that the real impor- 
tance of the current Honolulu epidemic of dengue 
fever lies solely in the fact that it demonstrates the 
ease with which yellow fever could spread through 
the community ? 


The answers to these and similar pertinent 
questions may be found partly in a study of pre- 
vious dengue epidemics in temperate zones and 
partly in an analysis of the current situation in 
Hawaii as it relates to the war effort. 


Dengue, in temperate climates where all adult 
mosquitoes are killed each fall by frost, and in 
other non-endemic areas, is characterized by sud- 
den outbreaks of explosive violence. Three or four 
weeks after the appearance of the initial cases, 
there are usually several hundred cases per week 
and by the end of seven or eight weeks, the cases 


* This article was prepared with the assistance of Wesley E. 
Gilbertson, Passed Assistant Sanitary Engineer (R), U.S. Public 
Health Service, i/e Dengue Mosquito Control. 


will be numbered in the thousands if the outbreak 
is occurring in a populated area. If the earliest 
cases appear before mid-summer the disease will 
run rampant through the population, affecting 
from 50 to 70 per cent of the people within a three 
month period and then gradually diminish because 
of lack of susceptible persons. If the epidemic gets 
its start in late August, a timely frost may termi- 
nate it before mass immunity assumes the position 
of a controlling factor. 


Contrast this epidemiological picture with a 
truly tropical area where dengue fever simmers 
throughout every year, attacking all newcomers 
shortly after arrival and maintaining itself in indi- 
viduals with worn-out immunity, in children being 
infected for the first time, or possibly, in a non- 
human host. It is from such areas that dengue is 
introduced into epidemic-ripe territory by a case in 
the infectious stage or, less likely, by transporta- 
tion of infected mosquitoes. 


On the mainland there have been three dengue 
epidemics of note during the past quarter century 
—in 1922, 1935 and 1941. 


The 1922 epidemic started in Galveston, Texas, 
in the second week of June; it was first reported in 
Houston in the closing days of July, and was on 
the rampage by mid-August. Later it spread 
along the railway lines to cities in central and 
northern Texas and to neighboring states. Many 
inland cities reported 20% to 50% of their popula- 
tion affected, and the number of cases for the entire 
state was probably near a million. Large outbreaks 
were reported from many of the smaller cities in 
east central Texas; Austin had an estimated inci- 
dence of 20% ; Denton, 30% ; Terrill, 90% ; and 
Cleveland, almost 100% ; Dallas probably had not 
less than 20,000 cases. 


After this severe outbreak, dengue lay quiet for 
over a decade, and then broke loose on the eastern 
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Gulf Coast in 1934, principally in Florida and 
Georgia. It hit Miami hardest, where there were 
estimated to have been 6,000 cases in August of 
that vear. .\fter that the disease subsided again, 
but ir 1941 there were estimated to have been 
2,000 cases in the Rio Grande Valley in Texas. 
More by good luck than good management, this 
outbreak did not spread to other parts of Texas. 


In Hawat dengue prostrated the islanders in the 
vears 1903 and 1912. As an accurate system of 
compiling communicable disease records was not 
in effect at the Board of Health at that time, offi- 
cial records do not indicate the true extent of these 
outbreaks ; however, old timers who recall the 1903 
epidemic say: “Everyone had it,” and a conserva- 
tive estimate states that 60% of the population was 
atfected. 


Perhaps the most interesting thing about dengue 
fever from the physician's viewpoint is the diffi- 
culty of making a definite diagnosis in the absence 
of a number of other cases. Very often one or more 
of the usual symptoms are absent, making only an 
exclusion diagnosis possible. One of the older 
members of the medical profession, experienced 
with dengue, once said that he couldn't diagnose 4t 
unless he had a dozen or two dozen cases. 


The chief danger of dengue is its ability utterly 
to paralyze a community for several weeks if 
allowed to run rampant through the population. 
The economic implications of such a situation are 
tremendous. Dr. A. C. Chandler of Rice Institute, 
who has been interested in dengue in Texas for 
over twenty-five years, recently computed the cost 
of the ‘Texas epidemic as follows : 


“On a very conservative estimate, the average 
cost per case for medical attention and drugs is 
$3.00; the average loss of time, five days, followed 
by five days of inefficiency, amounting to at least 
seven and one-half days of lost time. In many cases 
convalescence lasts for several weeks. The 1922 
epidemic, estimating only 500,000 cases, cost 
Texas one and a half million dollars and 10,000 
vears of time! The loss of time was bad enough 
then; it would be a catastrophe now.” 


Imagine the cost to Honolulu of a 1943 outbreak 
affecting 60% of the present population ! 


Of far greater importance than the monetary 
loss is the lost time—time which could never be 
regained to advance the war effort. Consider for 
a moment the sabotage to Hawaii’s war program at 
this time which could be wrought by these “fifth 
columnists,” the day mosquitoes ; virtual stoppage 
of the urban transportation system; crippling of 
the communication system ; insufficient man-power 
to operate the public water, electric, and gas utili- 
ties; medical facilities completely jammed ; stores, 
restaurants, and all other business unable to cope 
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with the most urgent needs. These things hap- 
pened in Miami in 1935. Ina war center, the haz- 
ard of infecting the men of the armed forces is a 
potential threat to military strength. It is essential 
that the health of the fighting men be protected at 
any cost. 


So far, the Honolulu dengue epidemic has been 
a mild one, yet with oncoming increased rainfall 
there is the ominous menace of the many scattered 
cases suddenly becoming multiple foci for a city- 
wide explosion of disastrous consequences. Three 
relatively small areas—Waikiki, Kakaako, and the 
Buckle-Lane-River-Street zone—have graphically 
illustrated how quickly dengue can break loose in 
the present epidemic. 


A complete control organization of over 100 men 
is battling to curb day mosquito breeding all over 
the City of Honolulu. The attack is technically 
sound—based on the elimination or larvicidal 
treatment of every type of water container which 
can be located—by means of house-to-house in- 
spection. 


It is not necessary to eradicate completely all 
day mosquitoes to stop dengue. When the mos- 
quito population is reduced to the point where it 
becomes mathematically and actually unlikely that 
a female mosquito will bite an infectious patient, 
the disease will diminish. Dr. Chandler believes 
that this will occur when somewhat less than 5% 
of the premises have day mosquitoes breeding 
thereon. The relatively short — 100 vard — flight 
range of these mosquitoes and the dislike for being 
carried by the wind aids the control program by 
delimiting the control area to the city proper. 


The day mosquitoes—Aedes aegypti and Aedes 
albopictus—which transmit dengue, are not ground 
pool or swamp breeders, but lay their eggs only in 
water standing in bottles, barrels, tin cans, buckets, 
pans, tires, ivy bowls, ant cups, roof gutters, 
sumps, tree holes, pineapple, lily and ape plants, 
and other containers. Whenever a focus of infec- 
tion develops, immediate wholesale spraying with 
insecticides is instituted to kill adult mosquitoes, 
which can live and transmit dengue for a month or 
more. 


In order to follow the course of the epidemic 
satisfactorily, it is essential that every suspected 
and known case of dengue be reported promptly. 
Bed nets are important preventive equipment when 
the patient is in the infectious stage. Patients 
should not be allowed to come out from under the 
bed net in order to seek medical care or just 
“because it’s too hot!” Insecticide spraying of the 
house three times daily will help to kill infected 
adult mosquitoes hiding about the home and will 
protect the remainder of the family and nearby 
neighbors. 
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Report 


Much of the success of the dengue control meas- 
ures depends on the attitude of the medical profes- 
sion. Residents of any community look to the 
doctors of medicine for advice and guidance in all 
health matters. The continuance of a strong war 
effort in Hawaii necessitates active participation 
by everyone concerned to stamp out dengue before 
the epidemic gets out of control. 


CASE REPORTS SOLICITED 


One important function of any local medical 
journal is to serve as a means of communicating 
information about interesting and instructive cases 
to the medical community. The Hawarr MEDICAL 
Jocrnat has not been able to do as much of this 
as we should like, simply because such material 
has not been forthcoming. 


We extend herewith a cordial invitation to 
civilian and military physicians alike, to submit 
case reports. It is our intention to combine the 
columns on Recent Advances in Surgery and 
Progress in Internal Medicine into a single fea- 
ture entitled Clinical Notes, as soon as a sufficient 
amount of such material becomes available. 


One stumbling block to such contributions has 
always been that the potential contributors feel 
themselves unable to write well. Please do not be 
deterred by this consideration: the editorial staff 
will undertake to render your contributions pre- 


sentable without unduly altering their form, if you - 
so desire. 
Another obstruction in some cases has been the 
feeling among military physicians that it is too 
much trouble to secure official approval for publi- 
cation. A recent change of policy in the Army has 
eliminated this barrier. Papers intended for pub- 
lication need only be submitted to the doctor’s 
commanding officer, who will forward them to the 
proper authority for approval locally. The same 
procedure is followed by the Navy here. 


A few desperate appeals to prospective authors 
are in order at this point. Please submit an original 
and a carbon copy, typed double space on standard 
typewriter paper. And if you include references 
to the literature, please be sure to include all the 
information on them as given in the Index 
Medicus. 


AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 


Eligible candidates for the approval of the 
American Board of Obstetrics and Gynecology 
may take the Part I’examinations here in Hawaii, 
according to a communication just received from 
Dr. Paul Titus, Secretary-Treasurer of the Board. 
It is suggested that candidates inquire at the office 
of the Honolulu County Medical Society, Mabel 
[.. Smyth Memorial Building, Honolulu, for fur- 
ther details. 
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ALLERGIC 


BRONCHITIS 
and THE COSMETIC FACTOR 


Inhalant cosmetic allergens may be causative or contributory agents in cases of 
bronchial disturbances. A wise precautionary measure in such allergic cases is 
to recommend cosmetics which are free from known irritants: 

Marcelle hypo-allergenic Cosmetics. 


The success which many doctors have experienced for eleven years through the 
recommendation of Marcelle hypo-allergenic Cosmetics indicates the importance 
of the cosmetic factor in any allergic case. 


Patients cooperate willingly, since Marcelle hypo-allergenic Cosmetics are aesthet- 
ically pleasing. A wide selection of popular shades and items assures your 
patients of delightful beauty aids which have added scientific protection. 


As a routine prescription, use Marcelle hypo-allergenic Cosmetics in your thera- 
py for cases of allergic bronchitis and for other allergic disorders. 


DISTRIBUTED BY 
HOLLISTER DRUG COMPANY 
1056 Fort Street + Honolulu 


HYPO ALLERGENIC MARCELLE COSMETICS 
COSMETICS 1741 N. Western Ave. Chicago 47, lil. 


ACCEPTED FOR ADVERTISING IN PUBLICATIONS OF 
THE AMERICAN MEDICAL ASSOCIATION FOR I! YEARS 


‘ 
4 


PROGRESS IN INTERNAL MEDICINE 


EPIDEMIOLOGY OF POLIOMYELITIS 
Poliomyelitis in Hawaii 


Dr. J. R. Enright! in his annual report for the 
fiscal year ending July 1, 1940, stated that polio- 
myelitis “occurred in epidemic form” during that 
year. A total of 101 cases and 10 deaths were reg- 
istered in comparison with 10 cases and no deaths 
for the fiscal year of 1939. The cases were confined 
mainly to Oahu and Hawaii, and all but one of the 
deaths occurred in Honolulu. 


Dr. Richard K. C. Lee,? in an analysis of polio- 
myelitis cases, presented before the fifty-first meet- 
ing of the Territorial Medical Society, stated that 
400 cases had been reported in the Territory of 
Hawaii since 1922, when the disease was first made 
reportable. The disease had occurred on all of the 
islands except Lanai and Niihau. In contrast to 
the well marked seasonal periodicity of temperate 
zones, poliomyelitis in Hawaii shows much more 
even distribution throughout the year. Dr. Lee 
noted no unusual distribution by sex or age, but 
there was a higher incidence among Caucasian and 
Hawaiian groups than among Filipinos, Chinese 
and Japanese. 


Epidemic of 1943 


During the first half of the current year, Hawaii 
again had a marked rise in incidence of poliomye- 
litis cases. Seventy-two new cases were reported 
to the Board of Health between February 1 and 
July 31, 1943; forty-two were from the City of 
Honolulu, 1 “off shipping”, 13 from rural Oahu, 
8 from Kauai, 7 from Hawaii and 1 from Maui. 
The epidemic apparently reached its height in 
Honolulu in April when 18 cases were reported. 
It appeared to have died out in July, only 1 new 
case being reported. 


Local interest in the widely publicized, revolu- 
tionary and apparently effective Kenny method of 
treatment has somewhat overshadowed interest in 
the epidemiology of the disease. In this relatively 
close-knit community, opportunities for epidemio- 
logic studies are unique. This challenge is recog- 
nized by the health authorities, and it is hoped that 
sufficient funds will be made available to allow 
completion of the study. 


A preliminary review of spot maps and other 
epidemiologic data, made possible through the 
courtesy of Doctors Wishik, Enright and Wilbar, 
reveals the following interesting facts: 


The distribution of cases was widespread in the 
City of Honolulu. There was no heavy grouping 
of cases in any particular district. There was no 
regular time interval between development of cases 
in one section and in another. Concentration of 
cases was not greater in the more densely popu- 
lated parts of the city. Indeed, there appeared to be 
slightly greater incidence in outlying sections, such 
as the Kaimuki district, where crowding and poor 
economic status could not be factors. In rural dis- 
tricts distribution of cases was still more scattered. 


Careful inquiry into family, school and occupa- 
tional history showed extremely rare contact be- 
tween cases. The only instance of family contact 
was between two cousins. No unusual incidence 
was noted in any school. No occupational contact 
was proven in adult cases. No unusual incidence 
of illness in families of the cases or in school or 
neighborhood contacts was recorded by visiting 
nurses investigating this carefully. No unusual 
environmental factors were recorded in the inves- 
tigation. 


Epidemiologic Theories 


These data do not support, in the opinion of the 
writer, the thesis that poliomyelitig is a contact 
disease. This is not an unusual finding. Yet a 
great majority of writers adhere to the theory that 
poliomyelitis is spread by direct contact between 
cases or carriers and susceptible individuals. The 
relatively sparse distribution of cases and infre- 
quent history of actual contact is explained by the 
large percentage of immune persons in most com- 
munities. 


Recent elaboration of this theory suggests that 
the disease occurs frequently in mild, unrecog- 
nized, and perhaps unrecognizable forms and only 
rarely is diagnosed when nervous system complica- 
tions arise (about as frequently as complications 
occur in cases of scarlet fever or measles). An 
X—personal, perhaps endocrine—factor has been 
hypothesized as determining the development of 
the nervous system involvement. 


It has been hypothesized previously, on the 
basis of animal experiments, that the virus was 
admitted through the nasal mucous membrane and 
spread by the olfactory tract to the cenfral nervous 
system. It seemed probable that it was dissemi- 
nated by secretions of the nose and throat. 


Recent work has shown that the virus is recov- 
ered more frequently and for a longer period from 
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the stools than from the nasal secretions of cases 
and carriers. Furthermore, pathologic lesions of 
the olfactory bulb have been found to be relatively 
insignificant in man as compared with animals ex- 
perimentally infected by the intra-nasal route. 


Whereas formerly it was difficult to infect mon- 
keys and chimpanzees by other routes than this or 
by direct intracerebral inoculation, Sabin and 
Ward,* working with certain species of monkeys, 
have been able to infect them by feeding the virus, 
and Trask and Paul* have accomplished infection 
by direct skin inoculation. 


Is Poliomyelitis Water-Borne? 


The repeated demonstration of the virus in sew- 
age from epidemic areas suggests the possibility 
of water-borne dissemination of the disease. K. F. 
Maxcy” refutes this hypothesis on the grounds that 
the epidemiologic pattern differs significantly from 
that for other diseases such as typhoid, dysentery 
and cholera, which are known to be water-borne. 
There is no correlation between incidence of polio- 
myelitis and poor sanitary environment, no evi- 
dence that cases use polluted water, and no im- 
provement in incidence following purification of 
water supply. The explosive nature of outbreaks 
of water-borne diseases is lacking in poliomyelitis 
epidemics. 


That the disease may be transmitted occasionally 
by ingestion of heavily contaminated water—for 
instance, by swimming in polluted streams—seems 
possible. 


Animal Hosts or Insect Vectors? 


Formerly considerable attention was given to 
the possible transmission of the disease by insect 
vectors. Between 1911 and 1917, several success- 
ful experiments were reported of transfer of the 
disease from infected to noninfected monkeys by 
the stable fly. Later attempts to repeat these ex- 
periments were unsuccessful, thereby discouraging 
further tenance of the insect-borne theory, and giv- 
ing credence to the contact theory previously elab- 
orated. 


Kecent work with certain of the encephalitides 
has proven that some of the neurotropic viruses 
have animal reservoirs and insect vectors. Eastern 
equine encephalitis, a disease of horses occasionally 
affecting man, has also been found in pigeons, 
pheasants, ducks, wild geese and the blackbird. 
The Western type of equine encephalitis has been 
shown to be transmitted by the mosquito and by 
wood ticks. The St. Louis type of encephalitis, like 
Japanese LB. encephalitis, is now believed to be 
transmitted by a mosquito. Hammon et al.® recently 
reported experiments which suggest that fowl may 
be the natural reservoir. 


Attempts to infect animals other than chimpan- 
zees and monkeys with the poliomyelitis virus were 
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unsuccessful until 1939, when Armstrong? ob- 
tained a strain of the virus (the Lansing strain) 
which he was able to adapt to white mice, after 
passage through the cotton rat. Other strains of 
human poliomyelitis have not been successfully 
transferred to these or to other animals, but that 
infection of mice may be transmitted occasionally 
to humans is suggested by the recent report of 
Jungeblut and Dalldorf.§ These investigators were 
able to isolate a virus from a recently dead mouse 
taken from the basement of the home of one of five 
cases occurring in White Plains, New York. This 
virus caused typical paralysis of albino mice, cotton 
rats and hamsters. Another virus isolated from the 
brain stem of a fatal case acted similarly. Con- 
valescent serum from two of the patients partially 
neutralized the virus. The epidemiologic and ex- 
perimental evidence of this report suggests an 
extrahuman source of infection in certain cases of 
poliomyelitis. 


Recent experimental evidence is also reported 
confirming the old idea that flies may carry the 
virus. Sabin,® in 1942, using the Java monkey, 
M. cynomolgus, was able to demonstrate the pres- 
ence of the poliomyelitis virus in 8 out of 15 
batches of flies trapped in Atlanta and Cleveland 
during outbreaks of the disease. 


Trask and Paul! were successful in demonstrat- 
ing the virus in 4 out of 18 samples of flies from 
endemic areas. In all instances of successful isola- 
tion of the virus, blow flies and greenbottle flies 
have been present. Whether the virus is carried 
merely mechanically by flies on the surface of the 
body or within the gastrointestinal tract, or 
whether the virus multiplies within the insect, is 
not proven by this work. Further investigation 
along these lines will be awaited with considerable 
interest. 


Summary and Conclusions 


Certain preliminary epidemiologic data concern- 
ing a recent epidemic of poliomyelitis in Hawaii 
are reviewed. It is apparent that the epidemiologic 
pattern does not follow that of most contact dis- 
eases. 


Newer epidemiologic and experimental evidence 
suggests that there are other sources of the polio- 
myelitis virus in nature than those which come 
directly from man. 
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EMERGENCY TREATMENT OF CONGESTIVE HEART FAILURE 


CEDILANID 


(Brand of Lanatoside C) 


Sokolow & Chamberlain (Annals of Internal Medicine, 
February, 1943) stateg: 

“According to our clinical study, the most obvious 
Senefit of Cedilanid is derived from its intravenous use in 
urgent cardiac failure or when rapid, accurate dosage is 
desired. Its uniform potency and/its purity allow greater 
confidence in giving large intravenous doses. The increased 
absorption of oral Cedilanid may prove important." 

R. M. Tandowsky (American Heart Journal, October, 
1942) states: 

"The average time required for the development of 
maximal RS-T segment changes in the controls of this 
study after the administration of 1.6 mg. of lanatoside C 


intravenously was 27.5 minutes as compared to six hours 
and fifteen minutes after giving 16 grains of digitalis 
purpurea by mouth. 


"In the presence of congestive failure, the intravenous 
administration of !anatoside C produced the maximal 
alteration of the RS-T segment within two to three hours 
which was eleven to twelve hours sooner than when digi- 
talis purpurea was given orally. 


“Our observations indicate that lanatoside C will prove 
to be a valuable drug in the treatment of congestive 
failure, especially when quick action is desired or when 
gastrointestinal symptoms are troublesome.” 


SUPPLIED 


Tablets, each containing 0.5 mg. of Lanatoside C 
Ampules, 4 cc (i.v.) and 2 ce (i.m.) 


Agailable at Prescription Orugstores 


SANDOZ CHEMICAL WORKS, INC. | 


NEW YORK, N. Y. SAN FRANCISCO, CALIF. 
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Waerner the ailment or injury is unusual or com- 
mon, employ the radiologic examination whenever 
dalk you feel that it can give you confirmatory evidence 
or additional objective information. Refer your pa- 


canoust MANUFACTURES a tient to a competent radiologist, and take advan- 


paproonarnic - - tage of his specialized knowledge in interpreting the 


radiographs. Then you will be capitalizing to the full 
the invaluable diagnostic aid which the x-rays afford. 


Refer your palient lo a compelent radiologist 


Kodak Hawaii, Ltd. 


(SUBSIDIARY OF EASTMAN-KODAK COMPANY) 
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TRANSTHORACIC SUBTOTAL GASTRECTOMY 
FOR BENIGN ULCER OF THE STOMACH 


The particular region of the alimentary tract 
which includes the lower part of the esophagus and 
cardiac end of the stomach has baffled surgeons 
from time immemorial, because of its apparent 
inaccessibility. The intra-abdominal approach has 
always been a very unsatisfactory one, especially in 
individuals with a high diaphragm and a low costal 
arch. Because of this apparent inaccessibility many 
cases were neglected that could have been sub- 
jected to a satisfactory operative procedure. 


The determining consideration which has led 
surgeons to attempt cardio-esophageal resections 
through the left pleural cavity has been the greater 
accessibility of approach. The writer can recall the 
considerable difficulty encountered in establishing 
intestinal continuity between the esophagus and 
jejunum in a total gastrectomy performed by way 
of the intra-abdominal approach. 


Churchill has recently described the transtho- 
racic approach to cardio-esophageal lesions in detail 
and reported a number of successful operations. 
These operations were all performed because of a 
malignant lesion situated near the esophageal 
hiatus. 


B!alock demonstrated the feasibility of approach- 
ing and removing a ruptured spleen by the trans- 
pleural route in 1934. 


Prior to the first World War very little effort 
had been made in thoracic surgery. Following 
Graham’s classical experimental work upon funda- 
mental surgical physiology of the chest, great 
strides have been made in this direction. Greater 
improvement has been made in the gas anesthetics 
and their proper administration under positive 
pressure, facilitating and enlarging the scope of 
chest surgery. This fundamental work has been 
the basis for the transthoracic approach to lesions 
of the stomach and esophagus. 


Ohsawa, in 1933, operated on twenty patients 
for tumors of the stomach which involved the car- 
dia. Twelve of these patients recovered. These 
operations were carried out by what Ohsawa des- 
ignates as ‘“‘semi-thoracotomic transabdominal 


technique” or by the free thoracolaparotomic tech- 
nique. Bird describes Ohsawa’s work as follows: 


RECENT ADVANCES IN SURGERY 


Inasmuch as Ohsawa’s publication is 


not gener- 
ally available, a rather detailed description of his 
approaches is outlined below. It should be emphasized 
that all of Ohsawa’s thoracic operations are done with- 


out differential pressure. He says this is easier and 
safer. Oxygen is always inhaled by the patient, but 
increased pressure is avoided; he believes positive pres- 
sure is detrimental both at operation and postopera- 
tively, pesumably because of retention of carbon diox- 
ide. Many of the operations are carried out with 
procaine anesthesia. In brief, he claims that in the 
human being the loss of respiratory function on one side 
is sufficiently compensated for by overventilation, with 
added oxygen, on the other, and that return to a normal 
respiratory and circulatory status, throughout the body, 
is prompter after free thoracotomy than after thoraco- 
tomy under differential pressure. It should be recalled 
that many of the World War surgeons dispensed with 
positive pressure in their operations for thoracic injur- 
ies. Ricard and Ballivet (1938) did not use it in their 
unsuccessful Torek operation. 


Semithoracotomic Transabdominal Technique: This 
is practically an abdominal substitute for free thoraco- 
tomy, and exposure makes use of Marwedel’s (1903) left 
costal release and of Lambert's (1912) mobilization and 
retraction of the left lobe of the liver. In addition, the 
hiatus is freed and the diaphragm may be split. The 
U-shaped skin incision raises a musculocutaneous flap 
which bares the left upper abdominal muscles and left 
lower ribs anteriorly. About three centimeters of the 
seventh, eighth, and ninth ribs or their cartilages are 
resected, eight to ten centimeters from the midline; the 
ninth intercostal space is incised for a length of five 
centimeters and the costosternal attachment of the 
seventh rib is divided; thus, the left costal arch is 
destroyed and is retracted upward. If the pleura is 
injured during this maneuver, no attention is paid to it. 
The triangular ligament is incised and the left lobe of 
the liver is retracted toward the right. The peritoneum 
covering the esophageal hiatus is cut through circularly, 
the esophagus exposed, and the conditions of this seg- 
ment of the gullet are inspected. “By this method, we 
have been able to expose about ten centimeters of the 
lower part of the esophagus in most of our cases... . 
Depending upon the conditions of the tumor and the 
presence of adhesions, however, this form of operation 
may be insufficient and it may become necessary to open 
the thorax. . . . We believe that in those cases of dis- 
eases of the lower portion of the oesophagus and cardia 
which require thoracotomy, free transdiaphragmatic 
thoracolaparotomy is the method of choice. For some- 
what more complicated cases, free thoracolaparotomy 
or laparothoracotomy is the most acceptable technic in 
our opinion.” 


O'Shaughnessy and Raven (1934) comment on 
Ohsawa’s semithoracotomic transabdominal technique 
as follows: “On the cadaver, we have found that his 
method of opening the chest from the abdomen when 
following the oesophagus up towards the lung root is 
open to some objections: An incision in the diaphragm 
stretching from the esophageal hiatus to the costal bor- 
der is liable to wound the pericardium, and the closure 
of this incision offers great technical difficulty. At the 
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same time this method does permit of a preliminary 
exploration from the abdomen, and although we per- 
sonally should prefer to begin with the left transpleural 
approach and then, if access to the cardiac end of the 
stomach was desired, divide the diaphragm from above 
(with the pericardium intact), the results obtained by 
Ohsawa are so remarkable that it seems impossible to 
dismiss his suggestion lightly.” This criticism is not 
entirely justified because Ohsawa makes it clear that 
he also prefers the thoracolaparotomic technique for the 
tumors which extend much above the hiatus. 


Free Thoracolaparotomic Technique. Ohsawa con- 
tinues: “In case the laparotomy is to be done first either 
a midline or left pararectal incision is made from the 
seventh costal cartilage to somewhat above the navel; 
the peritoneal cavity is opened and the conditions of the 
viscera examined; and then the skin incision is ex- 
tended upward and laterally along the chest wall so 
that it forms an arc with the left eighth rib as its chord, 
the posterior superior limit of the incision correspond- 
ing to the height of the inferior angle of the left scap- 
ula. Then segments approximately 1.5 centimeters long 
of the seventh and eighth ribs are resected. (At times 
only the eighth rib is resected, and occasionally no rib 
resection is necessary.) The pleura is incised in the 
seventh intercostal space, and the intrathoracic condi- 
tions are reviewed. Next the costal arch in the seventh 
intercostal space is cut through. The diaphragm is now 
divided from this point to the esophageal hiatus, thus 
converting the abdominal and thoracic cavities into a 
single field of operation. After the necessary operative 
maneuvers are performed, the thorax is closed, using 
silk thread for suturing the divided costal arch. In case 
the thorax is opened first, the steps in the operation are 
merely reversed.” 


At the close of his operations, Ohsawa aspirates the 
air from the pleural cavity. He does not use closed 
catheter drainage, apparently, but aspirates and drains 
later as indicated. He notes that residual pneumothorax 
after thoracotomy favors infection. 


Phemister reported the first successful thoracic 
esophagogastrostomy for carcinoma in this country 
before the American Association for Thoracic Sur- 
gery in 1938. This reaction followed careful prep- 
aration by experimental work on dogs and knowl- 
edge derived from a previous unsuccessful case. 


TRAPEZIUS 
LUMBOOORSALIS FASCIA 


Fig. 1—Transthoracic approach to the stomach—details and location 


of incision. 


* From Churchill and Sweet.? 


34 


September-October,1943 


PERICARDIUM 


Fig. 2—Transthoracic approach to the stomach—anatomy of the 
field of operation before incision of the diaphragm. 


* From Churchill and Sweet.? 


Marshall, Ochsner, Carter and Cattell reported 
successful cases in 1939. Various procedures were 
used including the implantation of the ligated eso- 
phageal stump into the fundus of the stomach. 
Transthoracic esophagogastrostomy has now be- 
come established as a satisfactory operation for 
carcinoma in the region of the cardia and the lower 
part of the esophagus. 


CUT OF 
DIAPHRAGM 


GREATER 
CURVATURE 


OESPHAGUS 


Fig. 3—Transthoracic approach to the stomach—anatomy of the 
field of operation after the incision of the diaphragm. 


* From Churchill and Sweet.! 


Resection of the left ninth rib usually gives 
ample exposure. The left phrenic nerve is crushed. 
The diaphragm is split from the esophageal hiatus 
to its abdominal attachment. The lower end of the 
esophagus and the cardiac portion of the stomach 
is removed. The stomach is closed and an anasto- 
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TRANSTHORACIC SuBTOTAL GASTRECTOMY 


mosis is made between the esophagus and stomach 
anterior to this suture line. The flaccid diaphragm 
is sutured to the stomach all around and omentum 
is used for reinforcement if it is available. The 
thorax is then closed with or without catheter 
drainage as desired. Intermittent inflation of the 
lungs during the operation is desirable. 


The writer has been unable to find in the avail- 
able literature the use of this approach for a benign 
ulcer of the cardiac end of the stomach near the 
esophagus. This transthoracic diaphragmatic ap- 
proach was successfully carried out on a young 
Chinese boy who had a benign ulcer of the cardiac 
end of the stomach approximately four centimeters 
from the esophagus, in which massive and repeated 
hemorrhages had occurred for two years. 


Case report 


H. C., a 16 year old Chinese boy, was first admitted 
to Queen’s Hospital August 18, 1941. He gave a history 
of nosebleed, tarry stools, and hematemesis. He felt 
weak and dizzy while standing. Examination revealed 
tenderness just above the umbilicus. He was pale and 
anemic. The red blood count was 2,400,000 and the 
hemoglobin 30%. The feces contained occult blood. A 
gastro-intestinal series revealed no evidence of an ulcer 
of the stomach or duodenum, but moderate dilatation of 
the upper small intestinal tract, the cause of which 
could not be determined. The osseous structure revealed 
also a visible trabeculation which suggested a severe 
anemia or one of the hemorrhagic diseases. He was 
given four blood transfusions, and remained in the hos- 
pital approximately twenty days. At the time of dis- 
charge, he was greatly improved; his red blood count 
was 4,400,000 and his hemoglobin 85%. 

Second admission, November 4, 1941. The patient had 
felt well up until the time of admission. While playing 
he vomited some bright red blood. He was given some 
aspirin and in about fifteen minutes vomited approxi- 
mately 1 quart of blood. At the time of admission the 
examination revealed only a soft abdomen and definite 
evidence of blood loss. The red blood count was 4,200,- 
000 and the hemoglobin 52%. The feces again contained 
occult blood. The x-ray of the stomach and duodenum 
again failed to reveal a lesion. After three blood trans- 
fusions he was discharged to a convalescent home in 
order to prepare him for an exploratory laparatomy. 


Third admission, January 27, 1942. Sudden onset of 
severe pain in the left upper quadrant one day prior to 
admission. This pain was continuous in character and 
exaggerated by respiratory movements. The abdomen 
was moderately rigid with marked tenderness in the 
epigastric region just to the left of the mid-line. He 
was taken to surgery and under a general anesthetic a 
left rectus incision was made. Examination of the 
stomach revealed a perforation of an ulcer on the lesser 
curvature of the stomach near the esophagus. This 
perforation was fairly well walled off by the left lobe of 
the liver. The ulcerated area was closed by interrupted 
sutures, with some difficulty due to its position near the 
esophagus. Sulfanilamide was placed in the peritoneal 
cavity and the wound was closed without drainage. He 
was given three blood transfusions and discharged from 
the hospital without symptoms and in good physical 
condition. 


Fourth admission, April 12, 1943. For three months 
the patient was asymptomatic and managed to do a 
moderate amount of work although it was never pos- 


HI. 


sible to keep him on the proper diet. On April 11, 1943, 
patient developed headache, slight dizziness and nausea. 
This was soon followed by vomiting a large amount of 


bright red blood. Examination essentially negative 
except for the anemia. The red blood count was 3,600,- 
000 and the hemoglobin 70%. X-ray examination re- 
vealed an ulcer of the cardiac end of the stomach near 
the esophagus. He was given two blood transfusions 
and sent to a convalescent home to return in ten days 
for operation. 


Fifth admission, May 10, 1943. At the time of this 
admission the patient was in good physical condition. 
Operation was performed through an upper left rectus 
incision with release of the costal arch by dividing the 
eighth costal cartilage. The coronary ligament to the 
left lobe of the liver was divided and the lobe retracted 
medially. Many adhesions were present around the ulcer 
which was in close proximity to the esophageal orifice. 
Considerable difficulty in obtaining exposure was ex- 
perienced due to the high diaphragm in relation to the 
costal arch. A simple excision of the ulcer was done, 
all bleeding vessels were ligated and the stomach 
inverted by a continuous catgut suture, reinforced with 
interrupted silks. He recovered satisfactorily and 
remained symptom free until September 9, 1943. 


Sixth admission, September 10, 1943. The day pre- 
vious he vomited a large amount of blood and was 
admitted weak and lethargic. Physical examination was 
otherwise negative. He was given repeated small trans- 
fusions and placed on a Meulengracht diet. 


His condition greatly improved and an x-ray exami- 
nation revealed a chronic active gastric ulcer, in the 
cardiac portion, approximately 2 cm. below the esopha- 
geal orifice. It was evident that a radical procedure was 
necessary in order to cure this boy. He had never coope- 
rated on a dietary regime, had a voracious appetite and 
violated all of the accepted procedures necessary for a 
conservative cure. 


Due to the position of the ulcer, and his anatomical 
build, a transthoracic approach was decided upon. On 
September 29, 1943, he was taken to surgery and placed 
on his right side, and under positive pressure cyclo- 
propane anesthesia, a long incision was made over the 
ninth rib from the cartilage to the posterior angle. A 
section of the eighth rib was also removed near the 
posterior angle. The pleural cavity was entered through 
the pericostal bed of the ninth rib, exposing the dia- 
phragm near the esophageal hiatus. The ribs were then 
separated and Balfour abdominal retractors used to 
facilitate exposure. The phrenic nerve was crushed as 
it coursed along the pericardium. The left pulmonary 
ligament was divided and a radial incision made into 
the diaphragm from the esophageal hiatus to its carti- 
laginous attachment. The ulcer was found on the lesser 
curvature and had perforated into the left lobe of the 
liver. It was practically four cm. from the esophageal 
orifice and the base of the ulcer lay well within the 
substance of the liver. The spleen occupied a rather 
high position and it was thought best to remove it to 
facilitate gastrectomy. Mobilization of the stomach was 
rendered difficult because of the many dense adhesions 
present. The duodenum was easily inverted by inter- 
rupted cotton sutures. The stomach was then removed 
up to the esophageal orifice, leaving just enough stom- 
ach wall on the cardia for inversion and more of the 
fundus for an anastomosis with the jejunum of the 
Polya-Hoffmeister type. The suture line was reinforced 
with all available omentum. The diaphragm was then 
sutured with interrupted cotton sutures and the incision 
closed in layers after pericostal sutures were applied 
around the eighth and tenth ribs. Intermittent inflation 
of the lungs was used at frequent intervals throughout 
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the procedure. Eight grams of sulfanilamide powder 
were dusted into the peritoneal and left pleural cavity 


He was given 1500 cc. of blood continuously during 
the operation and his condition was only fair at the 
termination of the procedure. After the operation he 
was placed in an oxygen tent and supported throughout 
the day with intravenous glucose solution. Constant 
suction was applied to the esophagus by way of an 
intra-nasal tube. His convalescence was rather stormy 
during the first two days and aspiration of the left 
pleural cavity was necessary on two different occasions. 
Approximately 2000 cc. of bloody fluid was removed 
in all. 


On the fifth day he was started on water followed by 
small amounts of milk and cream which have been 
increased to frequent soft feedings to date. On October 
15, 1943, his temperature was normal and his wound had 
healed. An x-ray examination of the chest revealed 
only a small amount of fluid in the left base. 


Comment 


It is unusual for bleeding gastric ulcers to occur 
in young individuals. The particular location of 
this ulcer made any type of operation most diffi- 
cult. Not only was the location an inaccessible one, 
but he had perforated twice into the left lobe of the 
liver. He had experienced many massive hemor- 
rhages, often depleting his blood volume to a dan- 
gerous level. 


All of the accepted measures in treating bleeding 
gastric ulcers had been tried without success. He 
had been placed upon a conservative dietary regime 
for over a year but had cooperated poorly in this 
type of treatment. He had perforated once, and 
was treated by simple closure. An attempt had 
been made at local excision with ligation of the 
vessels on the lesser curvature near the ulcer. 


This transpleural approach was chosen because 
it was evident that a radical resection of the stom- 
ach was necessary and should the occasion necessi- 
tate, even a complete total extirpation of the 
stomach. Fortunately there was enough gastric 
tissue available, after extirpation of the ulcer, to 
reestablish intestinal continuity, without recourse 
to such a radical procedure. The amazing feature 
about the operation was the exposure of the upper 
abdomen and the ease with which the duodenal 
stump could be closed. 


September-October,!943 


Before the introduction of cyclopropane anesthe- 
sia this type of operation was not practical. Good 
surgical technic had to be sacrificed for speed and 
a long tedious procedure could not be carried out, 
due to respiratory embarrassment. It was not 
found necessary to use an intra-tracheal type of 
anesthetic as sufficient positive pressure could be 
obtained by a closely fitting mask. 


The magnitude of this operation will limit its 
usefulness to certain types of lesions, namely : car- 
cinoma of the cardio-esophageal region, and certain 
peculiar types of benign lesions, as the one 
described above. in which an intra-abdominal 
approach would be practically impossible. It is to 
be hoped that recourse will be made to this type of 
operation more often when the occasion does arise. 


Summary 


A successful transthoracic subtotal gastrectomy, 
in a young Chinese boy, with a bleeding benign 
gastric ulcer 4 cm. from the esophagus, is reported. 


A review of the available literature pertaining to 
the development of the transpleural approach to the 
cardio-esophageal region, is given. 


The more liberal use of this approach for early. 
cardio-esophageal lesions is suggested. 
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CLINICO-PATHOLOGIC COMMENT 


THE Rh FACTOR: ITS CLINICAL IMPORTANCE 


The discovery of the Rh factor by Landsteiner 
and Wiener!” in 1940 and its application in the 
pathogenesis of erythroblastosis fetalis by Levine 
and his associates** in 1941 constitute an advance in 
medical knowledge of great practical importance to 
the physician. Accordingly, present day knowl- 
edge regarding the Rh factor will be summarized, 
and several cases of erythroblastosis fetalis will be 
cited briefly in which this blood factor played a 
part. 


The Rh factor is an agglutinogen present in the 
red cells of approximately 85 per cent of the ran- 
dom population, similar in some ways to the factors 
A, B, M and N. It is inherited as a Mendelian 
dominant, as are the others. It occurs only in the 
red cells, as do M and N, thus differing from A 
and B, which occur in the tissues and secretions of 
at least some persons. Normally there are no Rh 
agglutinins, while A and B agglutinins, of course, 
are always present. The Rh factors, however, un- 
like M and N, possesses immunizing ability, and it 
is this property which makes it of such great prac- 
tical importance in transfusions. 


Relationship to Blood Transfusions 


For example, an Rh negative patient, receiving 
repeated transfusions of Rh positive blood, may 
develop anti-Rh agglutinins in his blood stream 


(isoimmunization). These agglutinins, upon sub- 


sequent administration of Rh positive blood, may 
produce destruction of the donor red cells and thus 
lead to a severe or even fatal hemolytic transfusion 
reaction. In the majority of such cases reported in 
the literature, the Rh factor has been at fault. In 
a few cases irregular isoagglutinins were demon- 
strated which failed to react with Rh positive red 
cells, indicating that other unknown antigenic sub- 
stances may occasionally be responsible. 


With one exception—obstetrical patients—iso- 
immunization occurs only after repeated transfu- 
sions of Rh positive blood. An Rh negative mother 
with an Rh positive fetus may develop anti-Rh 
agglutinins, presumably due to passage of Rh posi- 
tive fetal red cells through the placental barrier 
into the maternal circulation, stimulating the for- 
mation of maternal anti-Rh agglutinins. Such a 
patient may undergo a hemolytic reaction after a 
first transfusion of Rh positive blood, and in fact, 
a number of such instances are on record. It is 


quite evident that patients who have become immu- 
nized to the Rh agglutinogen, either by repeated 
transfusions of Rh positive blood, or by pregnancy 
with an Rh positive fetus, can be transfused safely 
only with Rh negative blood. It is thus of great 
importance to have available a list of Rh negative 
donors for such emergencies. 


Relationship to Erythroblastosis Fetalis 


This disease is a hematologic disorder of unborn 
and newborn infants characterized by edema 
(hydrops), jaundice (icterus gravis), hemolytic 
anemia, or any combination of these three. The 
basic pathologic process is destruction of fetal red 
cells, extreme compensatory hematopoiesis and 
the presence of many immature red cells in the cir- 
culating blood. Levine, Burnham, Katzin and 
Vogel* sought to explain the disease on the basis 
of isoimmunization by the Rh factor. They found 
that 93 per cent of 153 mothers who had given 
birth to babies with erythroblastosis fetalis were 
Rh negative, and that 89 fathers and 76 affected 
infants were all Rh positive. They were also able 
to demonstrate anti-Rh agglutinins in approxi- 
mately one half of the mothers. These observations 
have been confirmed by many subsequent workers 
and the concept of isoimmunization in the patho- 
genesis of this disease is generally accepted at the 
present time. The practical lesson to be learned is 
that babies afflicted with erythroblastosis should 
not be transfused with the mother’s blood, an 
almost universal practice among general practi- 
tioners in treating any type of anemia of the new- 
born, but should, of course, be given Rh negative 
blood of the same group. 


Rh Testing Serum 


This serum was not available in Hawaii until 
just recently ; through the efforts of the Honolulu 
Blood Plasma Bank an adequate supply has been 
obtained and the Blood Bank at present is accumu- 
lating a list of potential Rh negative donors. The 
testing serum is derived from human donors, 
usually mothers of babies with erythroblastosis 
fetalis, and is properly diluted and titred against 
known Rh positive and negative red cells. Some- 
what contrary to my expectations, the reactions 
with this serum are very clear-cut indeed and there 
have been very few doubtful or questionable re- 
sults. However, the test tube method of setting up 
the reactions should be employed. This consists of 
mixing a drop of a 2 per cent suspension of the 
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unknown washed red cells with a drop of Rh test- 
ing serum in a small test tube, 7 x 70 mm. The 
mixture is incubated at 37° C. for one hour, cen- 
trifuged at 500 r.p.m. for 1 minute, and the sedi- 
ment pattern in the bottom of the tube examined 
by looking at the tube from below. A positive 
reaction is manifested by an irregular sediment 
pattern—a negative one by a perfectly smooth 
homogeneous pattern. The reactions are con- 
firmed by gently resuspending the sediment_and 
examining under the microscope. This procedure 
could well be adapted to routine cross matching 
hefore transfusions, especially with obstetrical pa- 
tients. At least the cross matching mixtures should 
he incubated at 37° C., since Rh isoantibodies are 
more active at this temperature than at room tem- 
perature. 


Rh serum can also be prepared by immunizing 
rabbits and guinea pigs with Macacus rhesus red 
cells, although it is a much less satisfactory testing 
serum as a rule. Only an occasional animal will 
yield a serum of sufficiently high titre to distin- 
guish clearly between Rh positive and Rh negative 
red cells. Due to the impossibility of obtaining 
commercial Rh serum a year ago, an ill fated expe- 
dition composed of Doctors Louis Hirsch, B. Wit- 
lin, .\. Majoska and myself was organized on July 
31, 1942, for the purpose of obtaining Macacus 
rhesus red cells. Upon arrival at Kapiolani Park 
Zoo it was found that the only monkeys in resi- 
dence were of the species Pithecus rhesus, and one 
look at these powerful creatures swinging through 
the air in 25 foot leaps cooled our enthusiasm so 
effectively that it was decided unanimously not to 
attempt to bleed the animals. With the present 
adequate supply of testing serum at the Honolulu 
Blood Bank, it is unnecessary, of course, to manu- 
facture it in the laboratory. 


Case Reports 


The first case, Mrs. A., reported in detail in Aug. 
1942,” is a 24 year old Portuguese woman who had 3 
normal pregnancies by two previous husbands. Her 
fourth pregnancy, the first by her third husband, re- 
sulted in an apparently normal male infant weighing 
six pounds born spontaneously at term. At three hours 
of age he was found to be very pale and had a high- 
pitched cry when disturbed. His hemoglobin was _ be- 
tween 30 and 40 per cent and preparations were made 
for a blood transfusion. Death occurred five and one- 
half hours after birth, just too soon for him to receive 
the blood. The autopsy and hematologic findings were 
unequivocally those of erythroblastosis fetalis. The 
mother’s blood was tested immediately post-partum and 
three weeks post-partum for Rh isoantibodies and none 
could be demonstrated. On August 22, 1943, blood was 
obtained from the patient and her husband. There had 
been no subsequent pregnancies. Both belonged to 


Group O and both were Rh positive. 
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This is an instance, then, of erythroblastosis fe- 
talis in which the Rh factor could not be incrimi- 
nated as the etiologic factor. Such cases do occur, 
although they are uncommon, and it is supposed 
that some unknown blood factor is at fault (an Rh 
subgroup ?). 


The second case, Portuguese, a patient of the late 
Dr. O. Lee Schattenburg, is now 35 years old and has 
had 7 pregnancies. The first, third, fourth and fifth 
were normal. The second resulted in a miscarriage at 
seven months, complicated by placenta previa. The baby 
lived for just a few hours and it is not known if erythro- 
blastosis was present. The sixth pregnancy resulted in 
a baby born alive at term with clinical and laboratory 
evidence of erythroblastosis fetalis. The blood smears, 
which are still on file at Kapiolani Hospital, show the 
classical picture of this disease. The baby lived eighteen 
hours after birth. The seventh and last pregnancy, in 
1940, terminated in a stillbirth at five months. No addi- 
tional data are available. Blood from the mother was 
tested in Sept., 1942, 2 years after her last pregnancy, 
for Rh agglutinins and none were found. On Aug. 13, 
1943, the mother was found to belong to Group AB, 
Rh negative, and the father to Group O, Rh positive. 


The obstetrical history in this patient is a rather 
typical one of isoimmunization with one, possibly 
three of the offspring afflicted with erythroblas- 
tosis fetalis. 


The third patient, a caucasian female aged 29, had a 
normal first pregnancy sixteen months ago. The second 
pregnancy resulted in a stillbirth at term. An autopsy 
performed on the baby showed microcephalus, bilateral 
club feet, spina bifida and erythroblastosis fetalis mani- 
fested by many immature red cells in smears from the 
cord blood, extreme extramedullary hematopoiesis, and 
engorgement of vessels by nucleated red cells. Blood 
from the mother tested one month post-partum revealed 
no demonstrable isoantibodies. The mother belonged to 
group O and was Rh negative; the father was also an O 
and was Rh positive. 


The last two cases cited had normal as well as 
abnormal pregnancies illustrating the fact that not 
all matings of Rh negative mothers and Rh posi- 
tive fathers result in isoimmunization and babies 
with erythroblastosis. In fact such an unfortunate 
termination is the exception rather than the rule, 
and must depend upon the quantity and frequency 
with which antibody-stimulating fetal red cells gain 
access to the maternal circulation. 


Summary 


The Rh factor is an agglutinogen with isoimmu- 
nizing ability present in the red cells of approxi- 
mately 85 per cent of the random population. Iso- 
immunization may occur either in Rh _ negative 
patients receiving repeated transfusions of Rh pos- 
itive blood, or in an Rh negative woman carrying 
an Rh positive fetus. After isoimmunization has 
taken place, the administration of Rh_ positive 
blood may result in a severe or even fatal hemo- 
lytic transfusion reaction; such patients can be 
transfused safely only with Rh negative blood. Lso- 
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immunization during pregnancy satisfactorily ex- 
plains most cases of erythroblastosis fetalis and 
was shown to play an etiologic role in two of the 
three cases cited. Babies afflicted with this disease 
should not be given blood from the mother but 
should be transfused only with Rh negative blood 
of the same group. A list of Rh negative donors is 
being compiled by the Honolulu Blood Plasma 
Bank for use in such emergencies. Laboratories 
should incubate cross-matching mixtures for all 
obstetrical patients at 37° C., since Rh isoanti- 
bodies are most active at this temperature and may 
be missed if the cross-matching is done at room 
temperature in the usual manner. 
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Ch competent medical officers responsible 
for the health of our armed forces have 
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the clock production, attuned to wartime needs, D | 4 Y D RO C x L0 RI D 7 
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WORLD PLANNING FOR TUBERCULOSIS 
CONTROL 


A plan for a U. S. Military Tuberculosis Com- 
mission is proposed by Dr. Charles M. Hendricks, 
Colonel, M.C.R., and Chairman of the Council on 
Military Affairs and Public Health of the Ameri- 
can College of Chest Physicians. This commend- 
able plan appears in the May-June 1943 issue of 
Disease of the Chests, Vol. ix, No. 3. 


We are committed by the great leaders of our 
United Nations to the establishment of the four 
freedoms and all that the four freedoms entail, 
which includes of course, the stamping out and 
control of pestilence, not the least of which is 
tuberculosis. 


Tuberculosis is a persistent camp follower of 
war so there is little point in enumerating the 
many reasons why we should accept tuberculosis 
to be the greatest disease menace to the people of 
all enemy-occupied countries. .. . 


It is to be presumed that our present policy con- 
templates keeping our armed forces in many of 
these countries for an indefinite period. At least 
until orderly government has been established. 
No doubt this is why the school for military gov- 
ernment has been convened at Charlottesville, 
Virginia. 

Many believe that as our armies move into 
these countries, they should be accompanied by 
a trained medical personnel prepared to meet all 
local medical problems, especially tuberculosis 
problems. It is felt that much more could be 
accomplished by specially trained control teams 
attached to the medical department of each army 
of occupation, and not wait for various founda- 
tions to undertake the necessary tasks at a later 
date. These military control teams could at least 
blaze the trail and should information assembled 
by them reveal great problems of hospitalization 
and rehabilitation beyond the province and scope 
of the medical department of the army, such 
information could then be made available to the 
agencies and foundations prepared to take over 
and complete the work. ... 


A great deal of the information required is 
already in the hands of many of our medical and 
intelligence agencies. Other valuable information 
may be obtained from the governments in exile 
in England, the French authorities in North 
Africa, and from all neutral sources. 


We have prepared a suggested plan, somewhat 
rough, but which can be developed and improved 
as time and changing conditions may warrant. If 
a definite plan is worked out now, the regrettable 
common saying, “To little and too late” will not 
apply in this particular instance... . 


Health, like Charity, begins at home. Let us 
look to our own home front—if not first, then at 
least also. Dr. H. H. Walker, Director of Leahi 
Hospital, presents in the following report an ap- 
palling shortage, in our own city, of hospital beds 
for tuberculosis patients. 


SHORTAGE OF TUBERCULOSIS 
HOSPITAL BEDS ON OAHU 


A critical shortage of hospital beds for tuber- 
culosis patients exists in the Territory. Although 
this situation exists to some extent on the other 
islands, the major problem is found on Oahu. The 
facilities of Leahi Hospital, intended to provide 
for the hospitalization of the tuberculous on this 
island, cannot meet the existing needs. This sit- 
uation, which was apparent to some degree before 
the war and has become increasingly serious since 
December 7, 1941, can be attributed to a great 
extent, directly or indirectly, to the effect of the 
war upon the community. Many factors, tangible 
and intangible, have been responsible. The most 
important are: 


(1) Substantial increase in population. 


(2) Acceleration of tuberculosis case finding ac- 
tivities including especially the increasingly 
widespread application of mass x-ray sur- 
veys. 


The intensified efforts to hospitalize diag- 
nosed tuberculosis cases early, in order to 
minimize spread of disease and _ institute 
treatment when it is most effective. 


The breakdown in health of individuals with 
latent or unsuspected tuberculosis due to the 
effects of prolonged physical and mental 
fatigue and other more intangible factors 
associated with the war effort. 


Population figures for the Territory have not 
been available since the onset of war. However, it 
can be estimated with reasonable accuracy that the 
population of the City and County of Honolulu is 
somewhere in the neighborhood of 363,000. The 
following table will show, using this estimated 
figure, that the population of this area has in- 
creased 79% since 1930, whereas during the same 
period, the bed capacity of Leahi Hospital has 
increased a mere 13%. 
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At present there are 444 patients at Leahi Hos- 
pital, with an additional 168 civilians being cared 
for at Tripler General Hospital, where temporary 
hospital facilities were provided by the Army in 
November, 1942. Further, another 72 patients in 
urgent need of hospitalization are on a waiting list 
and will wait two to three months, on an average, 
before a bed is available. It is obvious, then that 
Leahi Hospital is in need of 230 additional beds 
to meet the existing needs for the known urgent 
cases. The Board of Health estimates a need for 
another 150 beds for patients diagnosed but not 
listed for admission at present. 


Although accurate tuberculosis morbidity fig- 
ures are not available, it is possible to obtain a 
fairly accurate idea with respect to bed require- 
ments for the present and immediate future from 
the results of mass x-ray surveys. This diagnostic 
method, which is generally conceded to be one of 
the most powerful methods of tuberculosis control, 
is being utilized increasingly in the Territory. 
During the past two years, over 12,000 young 
males between the ages of 18 and 36 were x-rayed 
as a part of their examination for the selective 
service. It was found that about 2% of this group 
showed some evidence of tuberculosis. Figures 
for the mainland for similar surveys conducted 
on hundreds of thousands of young presumably 
healthy males averaged about 1%. Let us assume 
that an ideal complete x-ray survey of the entire 
population above 15 years of age of the City and 
County of Honolulu was conducted and that 2% 
of the group was found to have evidence of tuber- 
culosis. Based on the U. S. Census figures for the 
City and County of Honolulu for 1940 (183,952 
over 15 years of age), 3678 cases of tuberculosis 
would be discovered. Assuming conservatively that 
only one-third this number were in need of hos- 
pitalization, it would be evident that a total of 
1229 beds would be needed, or 744 above the 
present capacity of Leahi Hospital. To be sure, 
the possibility of surveying the entire population 
of this Island is remote at the present time, but 
nothing short of this ultimate goal will suffice, if 
we expect to reduce the incidence of this most 
devastating disease to the minimum. Obviously, a 
necessary complement to the finding of cases is 
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the provision of an adequate number of hospital 
beds. A serious shortage of beds exists now “and 
may be expected to become even more critical in 
the next few years as mass survey methods are 
more widely applied. 


RECOMMENDATIONS 


(1) That funds be obtained to expand the fa- 
cilities of Leahi Hospital to provide 500 additional 
beds. It is fully appreciated that permanent con- 
struction of such magnitude cannot be realized for 
some time. Nevertheless, it is felt to be most 
essential that every effort be made to obtain funds 
and prepare plans in order that construction may 
be started at the earliest moment possible. 


(2) That the present emergency be met by con- 
structing wooden buildings of semi-permanent na- 
ture at Leahi Hospital to provide 200 additional 
beds, which with the opening of the additional 
wards at Wahiawa Hospital will furnish a total of 
300 beds. These buildings constructed at Leahi 
Hospital would serve to replace several existing 
obsolete wooden buildings when permanent con- 
struction was completed. 


—H. H. M.D. 
Director, Leahi Hospital 


THE HONOLULU HOSPITAL SITUATION 
IN GENERAL 


The hospitals of Honolulu have been built in the 
main by funds subscribed by public spirited citi- 
zens. They have been able to meet the deficit 
which inevitably occurs in a hospital open to all 
who come by the income from endowments. The 
changes in the economic condition of the commu- 
nity and the worfd have made such large donations 
almost out of the question for the present and the 
future. (Endowments no longer yield an income 
worth while on a safe investment.) In addition to 
this, improvements in hospital and medical prac- 
tices have inevitably increased the cost of opera- 
tion of hospitals. 

For the past several years it has been common- 
place for any one of the several Honolulu hos- 
pitals to have no vacant beds for hours and days at 
a time, and this during periods when there were no 
epidemics or unusual prevalence of disease. The 
dangerously small number of hospital beds per 
thousand population was recognized by the medical 
profession and by hospital authorities and at the 
time the war began Queen’s, St. Francis, Chil- 
dren’s and Kapiolani hospitals had virtually com- 
pleted all arrangements and acquired the funds for 
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construction of considerable additions to their 
capacity. Up to now this construction has been 
impossible because the materials could not be 
obtained. 


Before major hospital construction is under- 
taken in Honolulu someone, preferably an outsider 
with no attachment to any local institution, should 
make a detailed survey of the community’s pres- 
ent and future hospital needs to determine how 
such construction can best meet the needs of the 
community. All local people interested in the 
problem are attached to one hospital or another 
and will be swayed by such an attachment. .An 
outsider, trained in hospital management, should 
be able to determine after a survey the necessary 
number of beds in each category and where they 
should be placed to result in the greatest efficiency. 
His opinions, of course, would not be binding 
upon the trustees and directors of these institu- 
tions, but such advice should certainly be, sought 
before large sums of money, most of it probably 
tax money, are expended. Up to now Honolulu 
hospitals have grown like Topsy, without planning 
for the future. It is time that an over-all plan is 
adopted. 


The Medical Section of the Office of. Civilian 
Defense has provided approximately 1,500 addi- 
tional beds on the Island of Oahu since the begin- 
ning of the war. These hospitals, however, are 
intended primarily for the care of war casualties, 
not—as they are doing—to care for the overflow 
from Honolulu’s over-crowded hospitals. They 
are adequately equipped to save life and prevent 
suffering, but provide few of the comforts and 
refinements expected in permanent hospitals. They 
are in buildings which at the close of the war pre- 
sumably will be returned to their former uses such 
as schools, etc. Only three of these hospitals are 
occupied by patients now. 


The recent agitation for construction of large 
numbers of homes and apartments in Honolulu is, 
of course, very praiseworthy and very necessary. 
It seems obvious that the men employed at Pearl 
Harbor, Hickam Field, etc., now living in dormi- 
tories where as many as fifteen men are housed in 
apartments designed for single families will, when 
their families arrive, cause Honolulu to be in- 
tolerably over-crowded. Schools, churches, stores, 
restaurants, transportation systems and _ utilities 
will all have to be greatly enlarged to meet this 
increase, but the hospitals are barely able to cope 
with the situation as it is now. Even a slight in- 
crease in the over-all load on them would be dis- 
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astrous. It is true that there are patients occupy- 
ing hospital beds who do not in fact need them 
because their illness could perfectly well be cared 
for at home, but the number of these is not con- 
siderable as compared with the over-all problem. 


It is also becoming increasingly apparent that it 
will never be possible for a hospital operating on 
truly eleemosynary lines and furnishing first-class 
hospital care to operate at a profit. The impossi- 
bility of meeting a resulting deficit as it has been 
met in the past has already been alluded too. 
Charges to patients have been steadily increasing 
with the rise in the cost of living, and are now so 
high that to many people they are prohibitive even 
with the general increase in income, except for 
brief illnesses. There remains only one solution 
and that is that the community will have to meet 
this deficit with tax money as they have already 
had to do with Leahi Hospital, for example. Hos- 
pitals, in general, are reluctant to enter into an 
agreement which involves the use of tax funds 
because it usually brings with it government con- 
trol of the institution, and political angles begin 
to be introduced into the operation of the institu- 
tion, but this need not necessarily be so. The Leahi 
Hospital is a fine example of an institution. which 
for many years has been administered by public- 
spirited citizens drawn from large business houses 
and the professions, but whose funds are almost 
entirely drawn from tax sources. The Board of 
Supervisors of the City and County is represented 
on the Board of Trustees of the hospital, but never 
at any time has there been the slightest suggestion 
of an attempt to introduce improper activities into 
the affairs of the institution. Surely such a scheme 
of operation is feasible for other hospitals and also 
surely everyone would agree that political activities 
have no place in the administration of an institu- 
tion for the care of the sick. 


Everyone is aware of the imminent increase in 
the cost of operating hospitals due to the rising 
cost of living and the entailed necessity for in- 
creasing the wages of hospital personnel. It is time 
that the Territorial and County governments gave 
consideration to subsidizing hospitals and increas- 
ing their bed capacity. If this is not done and done 
soon, and the community by chance is faced with 
an epidemic such as occurred in 1919, the un- 
necessary suffering and loss of life may well be a 
shocking thing. We are living over a volcano 
which is not dead, only sleeping. 


—H. L. ARNOLD, M.D. 
Medical Director, O.C.D. 
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REPORT OF YOUR DELEGATE TO THE 
AMERICAN MEDICAL ASSOCIATION 
THE HOUSE OF DELEGATES MEETING, 
CHICAGO, ILLINOIS 


June 7-9, 1943 


You have honored me again by electing me as 
your delegate to the American Medical Association 
and I am pleased to submit this report. 


At this meeting all states were represented, all 
the sections, and all government services.. Honor 
guests were the Secretary of the Canadian Medical 
Association, the President of the American Bar 
Association and the Surgeon General of the U. S. 
Army. 


National Membership 


In spite of the war and the great migration of 
people from one part of the country to another and 
the large number of medical men in the Service, 
the total membership of the Association was 
122,741, an increase of 25,630 in the past year. 
Twenty states showed a loss in membership. 


Hawai Membership 


Of the 395 physicians in Hawaii, 341 are mem- 
bers of the American Medical Association, a gain 
of 21 over 1942. Of these 341 members, 127 are 
Fellows of the Association. To become a Fellow 
costs nothing but the interest and effort of applica- 
tion, plus a subscription to one of the Association's 
journals. 


Cancellation of the Annual Session 


The action of the Trustees to cancel the scien- 
tific meeting seems to have met with general ap- 
proval. Next year’s meeting will be held in St. 
Louis, but it has not yet been decided whether a 
scientific session will be held. 


Participation in the War Effort 


For more than two years all departments of the 
American Medical Association have been actively 
engaged in the war effort. Members of all councils, 
the Board of Trustees and the Administrative per- 
sonnel served in various capacities of official stand- 
ing in Washington. A sub-office of the Procure- 
ment and Assignment Service for physicians, den- 
tists, and veterinarians is established at the Asso- 
ciation headquarters to compile material for the 
use of the Army, Navy, and Public Health Service. 


NOTES AND NEWS 


The Library has assembled material relating to 
health in all parts of the world. Abstracts of this 
material are published in the new journal, “War 
Medicine.” 


At this meeting an additional Reference Com- 
mittee was created on “war participation”, to 
which your delegate was appointed. 


Publications 


Income this year from subscriptions and adver- 
tising space in the Journal were $8,859.00 and 
$26,717.00 in excess of 1941, respectively. 


Total gross income from all sources was $36,- 
108.00 more than in 1941. There was a reduction 
of income from investments; cost of paper was 
much increased, therefore necessitating a reduction 
in quality, and in the size of some of the publica- 
tions. Salaries of employees are much increased ; 
there are fewer employees. 


There was a slight decrease in the number of 
subscribers to the Journal, and of the nine special 
Journals, five were published at a loss of $16,- 
000.00, while .... produced $11,182.00 gain. “War 
Medicine” has steadily gained and now, in its sec- 
ond year, has an increased circulation of 33 per 
cent. “Hygeia” is steadily growing in popularity 
with 96,000 lay and 15,000 physician subscribers, 
with a profit of more than $40,000. 


The Library 

Requests for material on war medicine led all 
others for 1942, and deviating from the old policy, 
package service has been extended to Hawaii, 
Mexico, and the Canal Zone. 


The Council on Foods and Nutrition 

The Council on Foods and Nutrition has had a 
busy year keeping abreast of developments arising 
out of the war in the study. of nutrition, food sub- 
stitutes, food fortification, and advice to national 
agencies regarding supplies to other countries. 


Council on Physical Therapy 


The war has brought critical attention to artifi- 
cial limbs, audiometers, and hearing aids, respira- 
tors, optical devices, artificial respiration, ultra 
violet radiation for disinfecting purposes, air con- 
ditioning, etc. 


Council on Industrial Health 
More attention has been centered on industrial 
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health than on any other topic. Occupational dis- 
ease is taking the lead, not only because of unsatis- 
factory and crowded living conditions of war work- 
ers, but also because of diseases springing from 
new industries using or making new synthetics, 
drugs and other toxic substances. Nutritional defi- 
ciencies of the war worker have been thrust upon 
the physician. 


Bureau of Health Education 


Increased travel difficulties reduced the activities 
of this Bureau considerably during the past year. 
This is compensated for by increased publications 
and radio broadcasts. A new program, “Doctor at 
War” has proven to be very popular. Your dele- 
gate was invited to participate in one of the five 
broadcasts from WAIT over a national hook up. 


Bureau of Legal Medicine and Legislation 


Continued efforts to stimulate legislation prohib- 
iting sale of barbiturates, except on prescription, 
are being carried on. Many new licensure problems 
are arising in all states, regarding location and 
relocation of physicians, also the shortening of the 
interneship period and acceleration of premedical 
education. 


In Philadelphia, legal medicine is taught to all 
students of medicine, law, pharmacy, and police. 
This appears to be sound and is proving to be very 
popular. 


The new law requiring a certified check from 
physicians paying tax imposed by the Harrison 
Narcotic Act will continue in spite of resistance by 
the American Medical Association, until and if it 
is repealed by Congress. 


The Revenue Act of 1942 (Income and Victory 
Tax) imposes an additional tax burden on the 
physician but effects no change in the deductions 
that may be justly claimed for professional expen- 
ses. A new provision authorized tax payers to 
deduct medical expenses. 


Scientific tests for intoxication have received 
recognition by the legislatures and courts, and the 
American Medical Association is working on a 
model law. 


The American Law Institute has adopted a code 
of evidence recognizing the privileged status of the 
physician-patient relationship. 


Venereal disease is more and more becoming 
reportable. Premarital examinations are being 
encouraged and becoming law. 


Modifications of the nursing laws for the dura- 
tion are being enacted. 


Female physicians are being commissioned in 
the U.S. Army.* Bills to supply medical care to 


* And one very recently, in the Navy as well.—Ed. 
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. wives and infants of men in the Service are being 


considered. Construction of Federal Medical 
Schools is being sought by bills in Congress now 
pending. Bills allowing chiropractors to treat the 
beneficiaries of the U. S. Employees’ Compensa- 
tion Act are again before Congress. 


A new Board, “The National Resources Plan- 
ning Board,” has been established. After listening 
to a long tiresome address by the President, Pro- 
fessor Merriam, one notes three striking points: 


1. Much thought is being devoted to the medi- 
cal and economic welfare of the people. 


No physician or qualified medically educated 
person is a member of the Board. 


3. The Board with its wide bureaucratic powers 
does not seem to know just what it does 
want, nor what to recommend. It seems to 
be hopelessly befuddled with the intricate 
subject of medical care, being sure of one 
slogan only, “Medical care from the cradle to 
the grave.” 


Bureau of Medical Economics 


The census of physicians done by the American 
Medical Association for the medical procurement 
plan was finished and turned over to the Army at 
the close of 1942. 


Medical Service Plan 


Reasonably complete information is now avail- 
able on medical service plans, most of which oper- 
ate over statewide areas. The demand for prepaid 
medical care is increased when the quality is guar- 
anteed by the medical profession. 


Your delegate attended the meeting and dis- 
cussed various plans under consideration by the 
‘Medical Service Plans Council of America.” Most 
of the plans discussed were for limited service. I 
think we are to be congratulated on our “Hawaii 
Medical Service Association.” Our plan is the best 
and most complete of any that I heard discussed. 


Prepayment Hospitalization and Similar Plans 


There has been, over the past twelve years, con- 
tinual and gradual encroachment of hospitals into 
the practice of medicine. Hospitals are offering 
certain medical services as a part of hospital care. 
It is certainly not ethical for hospitals to offer the 
services of licensed physicians to patients on a con- 
tract or service basis, nor is it in the best interests 
of the patient or the medical profession where the 
hospitals are collecting fees, and acting as third 
person between the patient and his physician. Nor 
is it ethical for a hospital to charge more than a 
fair overhead for any department. It has been 
shown that certain hospitals use the profit from 
one service to underwrite losses suffered in other 
departments. 
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Hospital service may be defined as limited to 
“Hospital accommodations such as bed, operation 
room, medicines, surgical dressings and general 
nursing care,” and most certainly should not in- 
clude anesthesia, urology, laboratory or x-ray, 
other than to maintain such services at slightly 
more than cost, to take care of wear and tear on 
equipment and replacement. The department of 
radiology is the chief bone of contention, because 
it is a department of medicine, just as is surgery. 
The practice of radiology is a practice of medicine, 
and the radiologist should send his own bill, rather 
than receive a salary. Many of the seventy-seven 
Blue Cross prepayment hospital plans, with eleven 
million subscribers, have this bad feature. It does 
not directly affect us now, but it may at any time. 
Local physicians may unwittingly subscribe to this, 
but each speciality is endangered by so doing and 
it is but a question of time until the place will 
expand to include all. It would appear, therefore, 
that any departure from a plan to limit hospitals to 
hospital care, must be in the interests of education 
only. 


It is estimated that 37 per cent of all radiologists 
are employed on a salary basis, 9 per cent lease the 
department on a fixed rental, 54 per cent share 
gross or net receipts with the hospital. Where the 
radiologist shares the receipts with the hospital 
there is a tendency to increase the use of x-ray. 


Another bad feature of such plans is the fact that 
all-inclusive plans act as a “selling point” of such 
a plan in competition with other plans and old line 
insurance policies. 


Recognizing that such plans are already in exis- 
tence in Hawaii, it behooves the medical profession 
to support and promote the Hawaii Medical Serv- 
ice Association, an organization of the doctors de- 
signed to provide: 


Medical practice under the control of the 
physicians. 

No third party interposed between doctor 
and patient. 

Absolute freedom to choose a legally quali- 
fied physician. 

Confidential relationship between doctor and 
patient. 


Medical service not connected with any cash 
benefits. 


The physicians should be unanimous in opposing 
any plan that will permit hospitals to enter the 
practice of medicine. 


Blood Bank 


You will all know the position that the medical 
profession of Honolulu has earned in medical 
affairs of the nation; in all parts of the United 
States one hears favorable comments on its work, 
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not only at the time of the attack, but the year 
before and since. I have visited many blood banks, 
and I found none superior to our own, the special 
feature of our blood bank being the borrow-repay 
method. It seems logical that the blood bank 
should be promoted on a peace-time basis. Consid- 
ering the 800 per cent increase in whole blood 
transfusions in the past year and the fact that the 
system has been demonstrated to really function, 
it now becomes the responsibility of the medical 
profession and the community to prepare plans to 
insure its continued service. Plans are in the mak- 
ing to insure its continuity and these plans will be 
presented to you at a later date. Due to the impend- 
ing curtailment of appropriations for O.C.D. activ- 
ities, the Blood Bank must expect to suffer drastic 
cuts in its budget and it will be the responsibility 
of the profession to support it in every way that 
may be required. It is my guess that as time goes 
on the public will become more and more compla- 
cent and indifferent. Observations on the main- 
land, among the Red Cross procurement centers, 
indicate an immediate reduction of volunteer blood 
donors with the publication of favorable war news. 
Immediately after the successful Tunisian cam- 
paign, some donor lists dropped as much as 50 
per cent. 


For the convenience of the physicians, the Blood 
Bank has assumed full responsibility in all matters 
concerning repayment. Our activities have been 
reduced until at the present time approximately 
one half of all blood drawn is in repayment for 
loaned blood. We are now titering all our plasma 
and we endeavor to use only plasma of a low agglu- 
tinin titer. 


We beg your cooperation in the use of O whole 
blood which has been treated with substances A 
and B. Thousands of transfusions have been done 
with blood treated in this manner without accident 
or reaction. 


We are soon to have an adequate supply of 
serum to determine the Rh factor of recipients’ and 
donors’ blood to be used in those cases requiring 
many transfusions and we hope you will inform 
yourselves on this. The Blood Bank wants to help 
you and if we are to continue serving you, you 
must continue to cooperate with us and use our 
service more and more, to the extent of making the 
Blood Bank a permanent institution. 


You are directly or indirectly responsible for the 
health of the community, and whether you like it 
or not, health affairs of this Territory become the 
problem of each of us. Are you doing your share 
or are you a desk philosopher who knows all the 
answers after exposure to a single case? Are you 
aware of the bottle-neck in the sewage system or 
do you wait until your sewer backs up and over- 
flows? Do you ever give a thought to the bathing 
beaches, or the rat problem, or mosquitoes? How 
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about malaria, typhus, yellow fever, and plague? 
Are you keeping yourselves informed on these sub- 
jects because they are your worry too? Do you 
know that mental illness has increased more than 
500 per cent in the past five years in the age group 
over 40? Do you support and help the Mental 
Health Clinic, not because of its benefits to your 
personal gain, but basically for the interests of the 
community ? 


Do you want State Medicine or do you want the 
Hawaii Medical Service Association to succeed by 
your help? This country needs such a plan for uni- 
versal use. Our plan is one of the best and is the 
best substitute for State Medicine. The profession, 
the country over, is coming belatedly to realize all 
this encroachment of State Medicine. You have 
read something of the Beveridge Plan. Beveridge, 
himself, admits that his plan won’t work in the 
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United States because the American people, by and 
large, are too individualistic to submit to such com- 
plete regimentation. He thinks, however, that all 
the regimentation and influx of European ideas 
that come with the war, and the influx of refugee 
professional people will be a fatal blow to organ- 
ized medicine and the free choice of physicians. 


In my travels [ have observed tremendous 
changes. It is hard work to travel now, unless you 
have plenty of time. This is the era of yreat migra- 
tions of young people. Young women with babies 
is the rule. Some say it is unnecessary travel, but 
is it unnecessary when we find that they are fol- 
lowing their husbands about the country on de- 
fense jobs, or, their homes broken up with hus- 
bands in the service, going to live with their 
parents for the duration ? 


F. J. PINKERTON, M.D. 
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